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THE NERVOUS MOTHER AND 
HER BABY 





CARROLL M. POUNDERS, M.D., F.A.C.P., 
CHAIRMAN 
’ OKLAHOMA CITY 





Today the babies of what might be term- 
ed the well to do and middle classes are 
nearly all born in hospitals. This is even 
true to a large extent of the poor. During 
their stay in the institution things gener- 
ally go quite satisfactorily. At least the 
mother does comparatively little worry- 
ing. The baby is kept in the nursery 
(many of which have sound proof equip- 
ment) well out of her hearing. She knows 
little about its progress or well being and 
feels practically no responsibility. Her 
contact with it is limited to the short peri- 
ods of time when it is put to the breast. 
There are times when the breast is not 
taken well, some of the food may be re- 
gurgitated in her presence or the baby 
may become perceptibly jaundiced. These 
things cause her some concern but there 
is the nurse, the interne, her own phy- 
sician and the feeling of security that goes 
with her surroundings to reassure her. 


About the tenth to the fourteenth day 
she and her baby go home. The private 
nurse (if there is one) may be discharged 
immediately or retained for a day or two. 


When she is gone the mother may assume 
complete charge of the baby or a so called 
practical nurse may be employed to help. 
To the nervous type of young mother of 
today the responsibility of looking after a 
newborn baby is much heavier than when 
large families were more common. Her 
nights are restless and she is unable to re- 
lax into sound sleep. Even if the baby 
sleeps quietly she must inspect it several 
times during the night to see if all is well. 
If it is at all restless she may get practic- 
ally no sleep. She is concerned about the 
way it nurses or the number of daily 
bowel movements. She has acquired a cer- 
tain amount of information and misin- 
formation and has vague ideas about any 
number of things that can go wrong with 
a young baby. The fact that many of the 
conditions of which she has been told are 
seen rarely even by her physician is not 
sufficiently clear to her to be of any com- 
fort. In all the instructions that have been 
given her she has not been made to grasp 
the fact that babies, like young animals, 
naturally tend to be healthy and to grow 
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and develop in a normal sort of way. That 
they possess as a part of their very make 
up that dominant urge to live and to thrive 
in spite of a certain amount of indigestion 
or colic. She rather looks upon her baby 
as a prospective victim of all sorts of dis- 
astrous ailments. 


Some mothers seem to feel that the 
Aatural tendency is for a baby to be puny 
and sickly—that good healthy growth and 
development can only result from what 
might be considered artificial measures. 
All these things bring about a disturbed 
mental state and cause almost constant 
worry. Added to this there is commonly 
a certain amount of physical weakness and 
exhaustion. It is a matter of fairly com- 
mon knowledge that such things as worry, 
discontent and unhappiness bring about a 
distinctive chain of symptoms by acting 
upon the adrenals and upon the sympa- 
thetic side of the visceral nervous mechan- 
ism. There is a resulting imbalance in the 
autonomic nervous system, increased me- 
tabolism and impaired digestion. The 
activity of certain glands is inhibited and, 
directly or indirectly, the quantity and 
quality of the milk influenced. Holt stated 
that “worry, anxiety, fatigue, intense or 
prolonged nervous strain may so alter the 
milk as to make it disagree with a child 
who had previously thrived upon it or 
they may greatly diminish or even arrest 
the secretion.” 

The baby begins to be a poor sleeper, 
grows more uncomfortable and seems un- 
able to relax. There may be much distress 
after nursing and the milk may be vomit- 
ed. The bowels become either loose or con- 
stipated. The mother—and often the doc- 
tor as well—has difficulty in determining 
whether the baby is hungry or has colic. 
As a matter of fact, both conditions may 
be present. It appears uncomfortable most 
of the time, either crying or moving and 
squirming around. What sleeping it does 
is done in the morning hours. The rest- 
less period is more pronounced in the later 
afternoon and up until about midnight. 
The parents get little sleep. The mother’s 
nervous system becomes more irritable 
and she suffers from the usual train of 
conditions accompanying such worries. 
the baby’s condition becomes worse and a 
vicious circle is established. Obviously the 
situation is one that needs correcting. Just 
how is this to be done? The trouble can- 
not all be blamed on the mother’s milk. 
That is only one factor. The baby has an 
autonomic nervous system of its own with 


which we must reckon. It is one that is 
very immature in its development and 
probably through heredity is easily thrown 
out of balance. The condition may be 
entirely or only partially corrected 
through the food. Weighing the baby be- 
fore and after nursing to determine the 
amount of food taken is impractical and, 
so far as we can see, a waste of time. 
Having samples of milk analyzed in the 


laboratory has never helped matters any. . 


Feeding the mother to try to improve the 
amount and quality of her milk accomp- 
lishes little except to further upset her 
digestion. Advising her to get more rest 
is ridiculous. Taking the baby off the 
breast at once and substituting a proper 
formula might be the remedy. But one’s 
training and conscience hardly permit 
him to do this except as a last resort. 
Most of them can be handled properly by 
being kept on the breast and given small 
amounts of artificial food just before or 
after each nursing. In most cases it must 
be given before the breast feeding in order 
te get them to take it. Our choice of com- 
plementary food is one of the powdered 
milk preparations. They are readily mix- 
ed in any strength and quantity and, due 
to certain changes resulting from their 
method of preparation, seem to be better 
borne than is ordinary milk. Where there 
are frequent, loose acid bowel movements 
protein milk is the most satisfactory. An 
ounce or two of the prepared food is gen- 
erally given before each nursing. Some 
relief is seen almost immediately in many 
cases. Where there is a general hyper- 
tonic musculature, including the intestinal 
tract, varying amounts of atropine are re- 
quired to bring about a comfortable relax- 
ation. We generally start with one drop 
of a one to 2000 solution in half a spoon- 
ful of water, ten or fifteen minutes before 
each feeding. This is increased until either 
the baby has quit vomiting and is com- 
fortable or there is a flushing of the skin 
following each dose. This often must be 
kept up for several months and with- 
drawn very gradually. Both breast and 
bottle should be kept up, if possible, until 
the baby is three months old. Once ac- 
customed to the bottle the process can 
generally be reversed and the breast given 
first, followed by all it will take from the 
bottle. Many mothers find by experiment- 
ing that the baby is so much better on the 
bottle alone that it is soon weaned from 
the breast entirely. We have all been 
trained to avoid doing this but often 
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enough the results seem to justify the pro- 
cedure. 


In a good proportion of cases the baby 
soon becomes comfortable and sleeps more 
like a normal infant should. Other mem- 
bers of the family begin to get more rest 
and to do less worrying. With the disturb- 
ing elements removed the mother is in 
position to nurse her baby in as normal 
manner as is possible for her to do. A 
few of them will be able to return to 
breast feeding entirely. Many will get 
along well with both breast and bottle. 
Some babies will never get along well un- 
til put on the bottle entirely. A few babies 
will continue to be spastic, restless and 
uncomfortable a large part of the time for 
the first few months regardless of what 
food they have. They can be made to gain 
weight and to develop satisfactorily but 
they sleep poorly and keep the household 
awake till late each night. We must con- 
fess that we have no satisfactory means 
of coping with this situation. There is a 
possibility that the vagotonia and hyper- 
tonicity is associated with an inadequate 
function of the adrenals. This is suggest- 
ed by the fact that nearly all these babies 
have a low blood sugar (Aldrich). For a 
long time we have felt that allergy is a 
factor. It is not unlikely that the intesti- 
nal tract of the young infant, being more 
permeable than at a later age, allows a 
certain amount of food substances to pass 
directly into the circulation without going 
through the complete process of digestion 
and assimilation. Recent work by Schloss 
on the precipitins of the blood tends to bear 
this out. Powdered or evaporated milks 
are generally better borne than are fresh 
cow’s milk formulae. These babies are 
nearly all helped by relatively large doses 
of atropine. They are made worse by be- 
ing taken out or excited. We have found 
no way of making good babies of them 
and believe the proper remedy is yet to 
be found. After reaching the age of five 
or six months nearly all of them tend to 
overcome the condition. 


A nervous mother with a nervous baby 
often goes through with more distress 
during the first six months of the latter’s 
postnatal life than she did before and 
during parturition. The treatment of these 
hypertonic, colicky babies is one cf the 
most unsatisfactory problems in medicine. 
Fortunately their condition does not gen- 
erally interfere with their growth and de- 
velopment if sufficient nourishment is 
given. They all tend to get over the 
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trouble by about the sixth month but some 
of them never become good sleepers. It is 
confidently hoped that future investiga- 
tions will reveal the factors back of so 
much suffering and furnish us with a 
remedy. 
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FULL-THICKNESS SKIN GRAFT IN CORREC- 
TION OF SOFT TISSUE DEFORMITIES 
According to Earl C. Padgett, Kansas City, Mo. 
(Journal A. M. A., Jan. 2, 1932), the redeeming 
features of the full-thickness skin graft are that 
it is obtained without much damage, the “take” 
is fairly certain with proper technic in a clean 
field, it gives good protection and a large sur- 
face may be covered with the minimum amount 
of ultimate contraction, in comparison with any 
other type of graft. A successful full-thickness 
skin graft will in most instances closely duplicate 
the natural surface. A decided practical advant- 
age is that, as a rule, only one operation is ne- 
cessary. The most brilliant application of a full- 
thickness skin graft is for the covering of raw 
surfaces obtained after cross-cutting or excision 
of contracting cicatricial tissue, about such reg- 
ions as the front of the neck, the palm of the 
hand, and over the flexor surfaces of joints that 
can be extended or over the extensor surfaces of 
joints that can be flexed. In most severe de- 
formities of this type it is practically the only 
method the use of which gives a_ satisfactory 
functional and cosmetic correction. After cer- 
tain plastic or destructive operative procedures, a 
raw surface may remain for which a replacement 
covering is urgently needed, either for cosmetic 
reasons or to prevent a contractural deformity or 
both, for which the full-thickness skin graft very 
often fulfils the requirements better than other 
types of skin transplantation. There is also a 
miscellaneous group of applications such as “web” 
fingers, “port wine” marks of the face and de- 
stroyed eyebrows for which the full-thickness skin 
graft offers the most satisfactory covering. 
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ACUTE SUPPURATIVE CONDITIONS OF HIP 
JOINT 





Guy A. Caldwell, Shreveport, La. (Journal A. 
M. A., Jan. 2, 1932), presents a summary of the 
treatment and end-results of eighteen acute sup- 
purative conditions of the hip joint. A review of 
the end-results indicates that ankylosis or patho- 
logic dislocation is the usual sequel when the 
primary site of infection is in the intra-articular 
bony structures, whereas an excellent functional 
result is the rule when the process begins in the 
synovial membrane. Drainage of the hip by an- 
terior or posterior incision does not limit joint 
motion when there is primary synovial infection. 
Ankylosis usually develops in spite of drainage by 
incisions when the condition is primarily osteo- 
myelitis or epiphysitis draining by way of the 
hip joint. Roentgenograms should be made from 
time to time after drainage has been established 
in an acutely infected hip joint in order to de- 
termine whether there is bone involvement, and 
if bone destruction is apparent an effort should 
be made to provoke drainage by some other route 
than through the hip joint. 












SCURVY IN CHILDREN 


C. W. ARRENDELL, M.D. 
PONCA CITY 


Nutritional disturbances during infancy 
and childhood, in spite of ever increasing 
knowledge, still challenge the medical pro- 
fession. So long as there is no definite 
standard for uniform anatomical or phy- 
siological appraisal of infants and chil- 
dren, these problems will persist. How- 
ever, many pitfalls will be avoided and 
hazards will be reduced to a much lower 
incidence if certain minimum diet require- 
ments are observed. These requirements 
as set forth by Marriott may be summar- 
ized as follows: A proper diet must con- 
tain enough food substance to yield a suf- 
ficient amount of calories; it must con- 
tain a minimum amount of protein, car- 
bohydrate, water, mineral salts and vita- 
mins, A, B, C and D; it must also be di- 
gestible and free from harmful bacteria. 
A particular deficiency may be more read- 
ily recognized on the basis of these re- 
quirements, since the omission of any one 
of the factors will result in some nutri- 
tional disturbance. It will be the purpose 
of this paper to discuss that particular 
phase of nutritional deficiency resulting 
from failure to supply an adequate amount 
of antiscorbutic factor. 


So much has been said about the vita- 
mins in the last decade that it may seem 
trite to renew the subject. It is a well 
established fact that either breast milk or 
cow’s milk should provide vitamin A; that 
wheat germ or yeast should supply vita- 
min B and that orange juice gives us vita- 
min C and sunshine vitamin D, yet it is 
surprising how many infants and children 
suffer from failure to obtain one or more 
of these factors. It is true that xerophthal- 
mia is rarely seen; neither is beriberi 
though pellagra occurs rather frequently in 
the Southern states; scurvy and especially 
rickets are found to exist in a large num- 
ber of children. It would seem that these 
conditions, to some extent, must be due to 
a failure to appreciate the value of vita- 
mins on the part of both physicians and 
parents. For instance most mothers know 
nothing at all about vitamin C but have 
a vague belief that orange juice, prunes 
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and other fruits are given their children 
to “regulate the bowels” or do something, 
the exact nature of which is indefinite. 


Notwithstanding this attitude, one must ° 


not become too critical for science is very 
reluctant in showing us exactly how vita- 
mins effect metabolism. There must be, 
indeed, some relationship between the 
antiscorbutic factor and other phases of 
nutrition that are unknown. 


The infant at birth usually has stored 
up enough vitamin C to fulfill its growth 
requirement for some time. This is not 
always true since the diet of the expect- 
ant mother may not have included this 
factor. It may be suggested that it is pos- 
sible for such conditions as prematurity, 
hemorrhagic disease of the new born, hy- 
pertonicity and anorexia could result from 
dietary deficiency of the mother. These 
conditions are especially noted in infants 
whose mothers have had their diets cur- 
tailed because of toxemia or for other 
reasons. Breast milk and also cow’s milk 
contain a variable amount of vitamin C, 
and it is questionable if milk should ever 
be depended on to furnish an adequate 
supply. Milk which is boiled, pasteurized, 
dried, condensed or alkalinized contains a 
negligible quantity. Many infants will 
neither take nor tolerate orange juice 
which is the antiscorbutic food most com- 
monly used, and some may require much 
more than others to prevent the occur- 
rence of a deficiency. Children who do not 
obtain sunshine exposure and those with 
other nutritional deficiencies are more 
prone to develop scurvy. 


Early symptoms of scurvy are often 
overlooked or misinterpreted because of 
their gradual and insidious development. 
The first symptom is usually loss of appe- 
tite, followed by failure to gain weight at 
the expected rate and the development of 
a pallor which may be due to actual 
secondary anemia or to the loss in volume 
of blood serum. A dry condition of the 
skin contrasts this pallor with the moist, 
clammy pallor of rickets. This may be 
the complete symptomatology. However, 
as the condition continues the child very 
soon becomes restless, irritable, sleeps fit- 
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fully, vomits more or less and later may 
evidence pain or discomfort, especially 
when handled. Activity of the knee jerks 
may be increased. Constipation usually re- 
sults from the small amount of food actu- 
ally taken. At any time during the course 
of the deficiency small or large hemor- 
rhages occur under the skin or mucous 
membrane, which apparently are not al- 
ways the result of the trauma; also there 
may be hematoma of the gums around the 
teeth and over erupting teeth; or at times 
there may be hematuria and gastric 
hemorrhage. These symptoms and signs 
may begin at any age though usually not 
before the fifth month, and may continue 
more or less intermittently until the child 
is able to take the required amount of 
foods containing the vitamin. Even then a 
large number of these patients do not 
grow satisfactorily and this may account 
for the small bony frame of many children 
and even of adults. While the time of 
dentition may not necessarily be delayed 
the deciduous teeth are usually soft and 
decay early and even the permanent teeth 
may be defective. 

The recognition of early scurvy is made 
almost entirely on symptoms and signs, 
though the bone changes as shown by the 
X-ray may be useful to differentiate the 
condition from other disturbances. Pel- 
kan describes the early bone changes in 
the following detail: 1. Ground glass ap- 
pearance of the shaft due to disappear- 
ance of the normal shadows of the trabe- 
culae. 2. Increased density along edges of 
epiphyseal centers of ossification giving 
an appearance of circumscribed ring. 3. 
Very thin bone certex, appearing often 
only as a narrow line. 4. An irregular and 
broadened calcified epiphyseal line with 
an area of decreased density immediately 
back of line. 5. Small spur at outer edge of 
epiphyseal line and occasionally disloca- 
tion of entire epiphysis. Morse says the 
only positive way to make a diagnosis is 
to give an antiscorbutic and watch the re- 
sults. He says, “improvement is immedi- 
ate if the underlying cause is scurvy.” 
This may not always be so simple because 
other factors are often involved. 


The diet of mothers, both during preg- 
nancy and during the lactating period, 
should be rich in vitamin C producing 
food. It may be worth while to suggest 
that the diet be built around fruits and 
vegetables instead of milk, eggs, meat and 


JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 








55 


cereals, as is the usual custom. During 
pregnancy sunshine appears to be an ab- 
solute essential for the best results. The 
beneficial effect of cod liver oil or vios- 
terol is variable and should be prescribed 
only when it is impossible to obtain at 
least a minimum of sunshine exposure. 


The earily use of antiscorbutic foods for 
all infants regardless of age or type of 
feeding is emphatically advocated. Orange 
juice or tomato juice should be started 
during the second week after birth. One 
to four ounces of either should be given 
once or twice daily. If an infant does not 
enjoy or tolerate the antiscorbutic offered, 
other fruits and vegetables should be tried 
until a suitable one is found, and the 
amount given should always be increased 
as much as possible as the child grows 
older. In young infants that are artificial- 
ly fed it is often an advantage to modify 
the cow’s milk with one of the fruit juices. 
After the age of six months if the child 
will not take a sufficient amount his diet 
may be limited almost entirely to fruits 
and vegetables even to the exclusion of 
milk and cereals. Undoubtedly scurvy im- 
proves more rapidly when considerable 
sunshine exposure is obtained. The ad- 
ministration of blood by transfusion will 
also hasten recovery, and should be used 
when the anemia and pallor is very mark- 
ed. Iron salts used in combination with 
copper gives promise of better results 
than that heretofore obtained when iron 
alone was used. General improvement of 
symptoms resulting from vitamin C de- 
ficiency is characterized by the return of 
a pink color of the skin, disappearance of 
the nervousness, relief of constipation, and 
especially an increase in the appetite and 
a more normal rate of growth. The in- 
crease in size of the long bones particular- 
ly is noted. 

Optimum growth and development for 
every infant and child should be the ideal 
of all physicians and parents. Results to- 
ward this end will be more and more real- 
ized when all the available knowledge con- 
cerning nutrition is faithfully used. Phy- 
sicians, indeed, should strive to “gain 
knowledge, expose superstition, fight 
meanness,” to ever stand for lofty ideals 
and a keen sense of duty; always working 
on the principle that the value of any- 
thing is not the value to itself or in itself, 
but its value to someone else. 









CONGENITAL NEUROSYPHILIS With 
MANY CONVULSIONS. 


PARTICULAR REFERENCE TO EFFECT OF 
TRY PARSAMIDE—CASE REPORT 


T. H. McCARLEY, M.D., F.A.C.P. 
MCALESTER 


This little patient, a girl, age seven, was 
first seen by me early in September, 1929, 
and has been continuously under my ob- 
servation and treatment up to the present. 
In November, 1929, and May, 1930, she 
was examined at the Dallas Medical and 
Surgical Clinic and some of the findings of 
the specialists of this clinic are included 
in this report. 

Family History: Father living, age 33, 
with no subjective symptoms of ill health, 
but later found to have a 4 plus Kahn and 
4 plus Wassermann. Mother living, age 
31, but later found to have 3 plus Kahn 
and 3 plus Wassermann. One twin sister, 
and one brother, age 5, both living and 
well, with negative Kahn and Wasser- 
mann. 


Personal History: A breast fed baby. 
Pertussis in severe form at age of three, 
otitis as complication. Hearing impaired 
ever since. She has not been subject to 
respiratory infections. The appetite is ex- 
cellent and there is no history of digestive 
upsets. Tonsillectomy in 1927. 


History of Present Illness: Prior to 
September 5, 1929, this child was in per- 
fect health so far as the mother knows, 
except for headaches. About two years be- 
fore this date, she began to have attacks 
of severe headaches. She would frequent- 
ly come in from play and say that the 
whole top of her head was aching. At 
these times, she would want to lie down, 
and with the aid of aspirin, the attacks 
would usually wear off within 8 or 10 
hours. These would occur with consider- 
able frequency, but with no regularity. 
They were sometimes once a week, and 
sometimes there was a month between the 
attacks. 

On September 5, 1929, the child was ap- 


parently in her usual good health. She 
went to school, came home and sat down 


on the porch. She said that her toes 
stumbled over each other and that she 
could not walk. She went into the house 
and told her mother that she was going 
crazy. She went into the yard and fell, 
and had a severe convulsion. Her whole 
left side was paralyzed but cleared up by 
the next morning. In three weeks, another 
attack occurred. It was preceded by a 
headache and a blow on the head from a 
fall. She had seven convulsions which 
were clonic in type with chewing of the 
tongue. There was no foaming and no 
opisthotonos. 


This child’s condition as revealed by 
physical examination has varied little ex- 
cept the changes incident to growth and 
development during the year and a half 
I have been seeing her. She is a well nour- 
ished girl above an average in height and 
weight, of normal temperature, pulse and 
blood-pressure. The teeth are of normal 
conformation and are not decayed. The 
left pupil is smaller than the right. There 
is mild, cervical and tonsillar adenopathy. 
The neck, chest, abdomen and spine are 
negative. The reflexes are normal, Oph- 
thalmic examination shows no signs of in- 
creased intracranial pressure, the fundus 
negative. 


X-ray examination of the head by Dr. 
Davis Spangler: The sinuses are clear. 
The sella is normal. The mastoids are of 
the membranous type, quite small. There 
are numerous gyral depressions over the 
occipital bone and the posterior half of 
the parietal, with apparently some thick- 
ening of the inner table of the parietal 
above this area. There is slight widening 
of the suture lines and a few of the gyral 
depressions on the frontal bone. X-ray 
findings suggest a beginning intracranial 
pressure which is producing some depres- 
sion of the inner table and widening of 
the suture lines, but which has not pro- 





~— e t 


———~ © Hh =~ 


he OD m.* .* 


— is 


ie i ae | 


JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 57 


gressed sufficiently to cause any erosion 
of the sella. 


The Kahn and Wassermann reactions 
of both the blood and spinal fluid were 
found strongly positive. 

Treatment instituted as soon as diag- 
nosis was made consisted of K. I. gr. 5, t. 
i. d., courses of 8 doses of sulpharsphena- 
mine followed by 12 to 16 doses of bis- 
muth or mercury given intramuscularly. 
During the 14 months this treatment was 
continued, the child continued to complain 
almost daily of headache and convulsions 
recurred every 4 to 6 weeks. These were 
prone to occur when an intermission in 
treatment was attempted. Spinal drain- 
age was done twice, in each instance, pre- 
cipitating repeated convulsions. It was 
found that the convulsions were more 
readily controlled by Mag. Sulph. given 
intramuscularly than by any other form 
of treatment that was tried. 


January 15, 1931, I gave tryparsamide, 
.5 gm. intravenously and each succeeding 
week, gave 1 gm. until six doses were 
given. Mercurial inunctions were given 
during the first two weeks of this treat- 
ment. The headache, which had been so 
persistent, was relieved. An intermission 
in treatment was taken and after four 
weeks, a light convulsion occurred. Week- 
ly injections of tryparsamide were resum- 
ed and are being continued. This little 
patient, who is a very lovable child, is 
now free from headache, her hearing is 
normal and she has had no more convul- 
sions. I dare not discontinue treatment 
and tryparsamide will remain an essential 
part of the treatment as long as the effect 
is as happy as it now seems to be. 


Reese’ states in an article of compara- 
tively recent date: “I am convinced more 
than ever that tryparsamide is superior 
to all other forms of intravenous arsenic- 
al treatment in neurosyphilis. I must cor- 
rect the statement often referred to in re- 
ports dealing with tryparsamide that the 
drug carries a menace to the optic nerves. 
Optic atrophy is not caused by arsenicals 
and especialiy not by tryparsamide, but by 
the disease itself. If the eye studies reveal 
impairment of the optic tracts, one should 
not use arsenicals, or should employ them 
very cautiously. The tonic effect of arsen- 
ical medications stimulates the present in- 
terstitial and perioptical inflammation 
and will lead to advancement of the dis- 
ease, resulting in visual constriction and 
even optic atrophy. I would advocate the 


same treatment for the congenital forms 
as for the acquired forms of neurosyph- 
ilis.” 

To quote a paragraph from Solomon’, 
“I would call attention to the long continu- 
ed treatment that is many times required 
to produce a serological recovery. It is 
our usual custom when using tryparsa- 
mide to continue it indefinitely and usual- 
ly without interruption until the desired 
result is at hand. Having sufficient op- 
timism to believe that a serological recov- 
ery is nearly always available, we perse- 
vere, however long it may take, week af- 
ter week, month after month, and year 
after year. The highest number of try- 
parsamide injections which we have given 
to any one patient up to now is 183 in- 
jections in a period of little less than five 
years. There is rarely any evidence of 
cumulative effects or lack of ability of 
patients to handle the drug. Our present 
working motto is that a serological arrest, 
at any rate, is to expected in practically 
every case with the methods now avail- 
able, and it is our problem to use the 
methods to the best advantage and to con- 
tinue them until the desired result is ob- 
tained.” 

1. Hans H. Reese: Antisyphilitic treatment of 
Syphilis of the Central Nervous System, J. A. M. A., 
February 15, 1930. 


2. H. C. Solomon: The Treatment of Neurospyh- 
ilis, Annals of Internal Medicine, November, 1929 
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WINTER CLOUDS INCREASE RACHITIC 
TENDENCY 





Mothers can’t all take their babies south in the 
winter—and if they could most physicians would 
still prescribe regular intake of Vitamin D to 
make sure that the infant was adequately pro- 
tected. 

For infants deprived of breast milk, S.M.A. is 
a good diet material not only because it resembles 
breast milk, but also because it prevents rickets. 
This claim has been accepted by the A.M.A Com- 
mittee on Foods and there is a wealth of clinical 
evidence to back it up, because S.M.A. has been 
anti-rachitic from the very beginning, back in 
1913. 

Tens of thousands of infants have done ex- 
ceptionally well on S.M.A. prescribed by physi- 
cians without a single case of rickets developing. 
A large hospital in an area where there is the 
least sunshine of any section of the United States 
even uses S.M.A. routinely to cure rickets when 
the cases are not too far advanced. 

S.M.A. has been anti-rachitic from the very 
beginning and is still the only anti-rachitic breast 
milk adaptation. 








DIAGNOSIS OF ENLARGED THYMUS 


FANNIE LOU BRITTAIN, M.D. 
OKLAHOMA CITY 


Much has been written, but compara- 
tively little is known about the thymus 
gland. It is an interesting subject because 
the consequences of an enlarged thymus 
may be grave, but when the symptoms are 
recognized early and treatment is given, 
the results are spectacular. 


The failure to recognize the signs of an 
enlarged thymus has caused many sudden 
deaths in apparently healthy children. 
After many thymic deaths on the operat- 
ing table, it has become routine in many 
hospitals to X-ray children before a gen- 
eral anesthetic is given. Therefore, it is a 
subject which concerns not only the pedia- 
trician, but also the oto-laryngologist and 
the general surgeon as well as the an- 
esthetist. Dr. Harris P. Mosher’ radio- 
graphed 4,820 children of tonsil and ade- 
noid age and found enlarged thymuses in 
seven percent. It is not necessary to rou- 
tinely X-ray children before an anesthetic 
is given, but a pediatrician should not re- 
fer a case to a surgeon without first in- 
quiring into thymic history. 


It is not the purpose of this paper to go 
into detail as to the diagnosis of an en- 
larged thymus by means of the radiogram, 
but rather to review the signs and symp- 
toms as evidenced by the patient. The 
case reports are selected from a group of 
fourteen children with enlarged thymus 
seen in the out-patient department of the 
Crippled Children’s Hospital at Oklahoma 
City, and in private practice. There are 
many symptoms which no doubt puzzled 
the physician of a century ago which are 
now recognized immediately as those of 
an enlarged thymus. 


Cyanosis is one of the most common 
symptoms of hyperplasia of the thymus. 
Bloom*® contends that cyanosis beginning 
before the second week of life is seldom 
enlarged thymus. Sixty per cent of his 
cases had cyanosis. In this series of cases 
fifty per cent had cyanosis, two of which 
were seen during the first week of life. In 
a group of 54 cases reported by Morgan, 
Rolph and Brown’, eight had cyanosis at 
birth. It may last only a few minutes and 
be accompanied by convulsions. If it is 


continuous, it is well to suspect other path- 
ology rather than hypertrophied thymus. 


CASE 1. M. E. L., a girl, weighing 7 pounds, 7 | 


ounces, was first seen at three weeks of age with 
a history of cyanosis, for which oxygen had been 
given at the hospital during the first week of 
life. She had vomiting, inspiratory stridor, con- 
vulsions, and noisy nasal breathing. The cyano- 
sis and stridor were not constant, but were inter- 
mittent. After going home from the hospital 
she had another attack of cyanosis, twitching, 
and choking. An X-ray of the chest was made 
and an enlarged thymus was found pushing the 
heart to the left side. She was given three X-ray 
treatments and her cyanosis and convulsions be- 
came less marked. After the fourth treatment 
all symptoms disappeared and when last heard 
from at six months of age, she had had no re- 
turn of symptoms. 

All cases of unexplained convulsions 
should be X-rayed for enlarged thymus, 
but we should also eliminate tetany and 
the various types of meningitis. Bloom’ 
found convulsions present in 10 per cent 
of his cases. They were present in 50 per 
cent of this series. 

CASE 2. A. J. A., a boy, age 2% years, came 
into the clinic at the Crippled Children’s Hospitai 
with a history of convulsions and cyanosis with 
no fever. The history revealed that he had had 
cyanosis at three months of age, following the 
measles. An X-ray showed an enlarged thymus 
and the symptoms cleared up after treatment. At 
nine months he had pneumonia and again had an 
enlarged thymus and the symptoms cleared up 
after treatment. He had had no more symptoms 
until two months ago, when he developed whoop- 
ing cough, following which he had difficulty in 
breathing, convulsions, and cyanosis every few 
days. He was easily frightened and extremely 
nervous. X-rays showed that the thymus was 
again enlarged. He was given three X-ray treat- 
ments and has had no more symptoms. 

The interesting findings in this case 
were that the thymus enlargement follow- 
ed, in three instances, an acute infection. 
During the late years, research has found 
that the thymus gland may be affected by 
infections and the state of the nutrition 
of the body. A child who has had an en- 
larged thymus, in spite of the fact that he 
has had treatment, should be watched for 
return of the symptoms with an acute in- 
fection. This child was two and one-half 
years old, which is rather unusual in that 
enlarged thymus rarely reappears .at this 


age. 
Vomiting. Projectile vomiting resemb- 
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ling pylorospasm, accompanies an enlarg- 
ed thymus so often that it may be consid- 
ered a symptom, Rubin‘ states that X-ray 
showed enlarged thymus in thirteen cases 
of pylorospasm and in only one of seven 
cases of pyloric stenosis. Four of the four- 
teen cases had pylorospasm and were re- 
lieved by X-ray treatments, They were 
temporarily relieved by atropine, but af- 
ter treatment were able to discontinue the 
atropine. In one case of pylorospasm the 
thymus was X-rayed even though there 
were no other symptoms other than pro- 
jectile vomiting, and an enlarged thymus 
was found. The gland decreased in size 
and the vomiting ceased after treatment. 


Difficult swallowing is a common symp- 
tom of enlarged thymus. It was present in 
three of the fourteen cases. 


CASE 3. J. M. B., a boy, was noticed to have 
cyanosis at birth. This had cleared up the fol- 
lowing day, and only occurred when the child 
was crying. At twelve days of age he began to 
have difficulty in swallowing, and _ projectile 
vomiting and cried a greater part of the time. 
A few days later he was put on atropine, which 
relieved him to some extent. He then developed 
a noisy nasal breathing, and a crowing sound, 
with a dry, brassy cough. He continued to be a 
very nervous child and slept about three of the 
twenty-four hours. He was also quite spastic. 
The difficulty in swallowing was very distres- 
sing. The diagnosis of enlarged thymus was 
made and confirmed by X-ray. Symptoms gradu- 
ally cleared up with treatment. 


Noisy nasal breathing resembling snuf- 
fles was found in three of these cases and 
syphilis was ruled out in each case. It 
cleared up with X-ray treatment. Morgan, 
Rolph, & Brown’ also report this as one of 
the symptoms. I do not know why this 
should be unless it is because the adenoid 
tissue is also hypertrophied to such an ex- 
tent that it causes some obstruction and 
prevents drainage into the pharnyx. 


CASE 4. M. J. B., a girl, weight 12 pounds, 1 
ounce, came in at the age of four months with 
the history of noisy nasal breathing, difficult 
swallowing, and cyanosis at times. She had 
vomited a part of almost every meal since birth 
and had had colic practically every day. She was 
a very nervous child, was quite spastic, and had 
attacks of syncope. There was a birth injury to 
the left side of her chest, but it was not thought 
that there was an injury to the head. She had 
slept with her head retracted when a small baby 
and her mother noticed that she breathed easier 
in this position. A Wassermann was taken to 
eliminate syphilis and was found to be negative. 
There was no family history of syphilis. She 
had her last treatment a week ago and her vomit- 
ing has ceased, and her breathing is practically 
normal. She no longer has cyanosis. Her at- 
tacks of syncope are less marked and she rarely 
has colic. 


This case is interesting because of the 
wide variety of symptoms. 21 per cent of 
these patients have been colicky babies. 
This was the only one who had syncope, 
and one of the two cases that had retrac- 
tion of the head. The latter is a more rare 
symptom, but should not be neglected. 
Some children with enlarged thymuses 
sleep in this position because it is not so 
difficult to breathe. 


Breath holding, which through the ages 
has frightened mothers, is often seen in 
enlarged thymus cases. 

This is illustrated by CASE 5. C. M., a boy, 
who came into the Crippled Children’s Hospital 
at the age of 19 months with the history of hold- 
ing his breath when crying until he would turn 
blue. Sometimes he lapsed into unconsciousness 
and would fall to the floor. This was followed 
by a few hours of stupor. He had had four bad 
attacks and was unconscious for about five min- 
utes during each spell. An enlarged thymus was 
suspected and proven by X-ray, and the breath 
holding and cyanosis cleared up after treatment. 
’ Morgan, Rolph & Brown’ found this to 
be the most common symptom of thymic 
disturbances, occurring in 29 of the 54 
cases reported, but breath holding was 
found in only two of these cases. It may 
oftentimes be confused with petit mal. 


Cough is another frequent symptom oc- 
curring in five of these cases. In enlarged 
thymus it has been described by Blackfan 
and Little’ as that of a brassy cough of a 
man with aortic aneurism. Often the 
cough is more severe at night and is par- 
oxysmal. In one case cough and dyspnea 
were the only symptoms. 


Another symptom which is suggestive 
of an enlarged thymus and which has not 
been recognized until recently is that of 
inspiratory stridor. Six of this series of 
cases had a stridor which occurred spas- 
matically and cleared up with X-ray treat- 
ment. 


A child with a chronic laryngeal stridor 
without other thymic symptoms should 
have a _ laryngoscopic examination to 
eliminate any pathology in that region, 
and also an examination of the chest and 
sinuses. 

Dyspnea is quite a common symptom 
occurring in 42 per cent of this series. 

CASE 6. L. D., a boy, was first seen at 5 
months of age. There was a history of the 
mother having lost several children with enlarg- 
ed thymuses. At 2 months of age this child be- 
gan to have attacks of difficult breathing and 
cyanosis. A radiogram showed an enlarged thy- 
mus and treatments were given. No more symp- 
toms were noticed for 3 months, when cyanosis 
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and dyspnea returned and a brassy cough and 
difficult swallowing were noticed. An X-ray pic- 
ture again showed an enlarged thymus which 
cleared up after treatment. 

This case is interesting because of the 
family history of thymic deaths. Dr. H. L. 
Moore, in his discussion of a paper given 
by Wasson‘ states that he has often seen 
enlarged thymus in more than one mem- 
ber of a family. 


Other conditions which have been re- 
ported as being associated with hypertro- 
phied thymus are eczema, which was 
found in two of these cases, and an un- 
usual amount of gas in the stomach and 
intestines, noticed in three cases, and 
asthma, found in one case. Palpable 
lymph glands and hypertrophied tonsils 
were observed in a large percentage of the 
children. Irritability and insomnia were 
noticed in five of the fourteen cases. 


Blackfan and Little’ were able to per- 
cuss out an enlarged thymus and confirm 
the diagnosis by X-ray. “Dullness was de- 
termined most definitely and readily with 
the body in a horizontal position, the head 
resting on the occiput and in semi-flexion, 
the arms extended and clasped about the 
head and the legs slightly flexed. The head 
and the vertebral column were held in the 
medium position. Any deviation from this 
position, as for instance forcibly turning 
the head to one side or the other, caused 
a variation in the percussion note”. . “The 
presence or absence of dullness in the 
second interspace to the left of the 
mediastinal line was used to differentiate 
between a “negative” and a “positive” 
thymus. We regarded the thymus as 
“negative” if dullness extended not over 
seven-eights of an inch to the left and if 
there was no dullness or if it was not over 
half an inch to the right of this point. 
Dullness to the second interspace both to 
the right and to the left of the midsternal 
line and continuous with the cardiac dull- 
ness below was regarded as a “positive” 
thymus.” 

The absence of X-ray evidence of an 
enlarged thymus is not considered as defi- 
nite proof that this condition is not pres- 
ent. Rubin‘ states that at Children’s Mem- 
orial Hospital roentgen ray failed to show 
enlargement of the mediastinal shadow in 
three cases, in which, at autopsy, thymus- 
es weighing 50, 35, and 30 grams respec- 
tively were found. 


A lateral picture should always be taken 
as well as an anterior-posterior view, for 


many cases which have the most pressure 
symptoms will oftentimes not have lateral 
enlargement. 


In conclusion, it might be said that one 
should be on the alert for this type of case, 
as it is not an uncommon condition, but 
we should not be too prone to treat with 
roentgen ray every baby with one or two 
symptoms and a little lateral enlargement. 
These cases have not been followed to. 
adult life, and it is not known what unto- 
ward results might arise from over-treat- 
ment. 

414 Medical Arts Building 
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CAUSE OF “PAINFUL BREASTS” AND 
TREATMENT BY MEANS OF OVIATION 
RESIDUE 


Max Cutler, New York (Journal A. M. A,, 
April 11, 1931), states that clinical pathologic 
and experimental evidence clearly indicates that 
excessive epithelial and connective tissue hyper- 
plasia giving rise to diffuse generailzed pain and 
nodularity in the breasts in relation to menstru- 
ation may be due to excessive corpus luteum 
stimulation. In patients suffering from “painful 
breasts” the corpus luteum dominates the ovarian 
metabolism and by inducing an excessive epithel- 
ial and connective tissue hyperplasia causes dif- 
fuse pain and generalized nodularity of the 
breasts. At the same time the overactive corpus 
luteum supresses ovulation and exerts an estrus- 
inhibiting influence leading to a hypefunction of 
the follicular and interstitial elements of the 
ovary, as indicated by the short and scanty men- 
strual periods in these cases. The administration 
of ovarian residue apparently tends to cause a 
cessation of abnormal epithelial and connective 
tissue hyperplasia by counteracting the excessive 
corpus luteum secretion, thereby diminishing or 
removing its overstimulating influence of the 
breast elements. The administration of ovarian 
residue by mouth has resulted in relief of pain 
and tenderness in a number of patients suffering 
from this condition. A definite softening of the 
breasts and actual disappearance of pajnful nod- 
ules have been observed in some cases. The mén- 
strual periods in many are restored to a more 
normal state and the general state of the patients 
is improved. 
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A REPORT OF SIX HUNDRED AND 


FOUR CASES OF ACUTE 


This is a study of 604 consecutive cases 
treated by a staff of approximately fif- 
teen surgeons at the State University Hos- 
pital, Oklahoma City, from the year 1922 
to 1930. The literature was briefly re- 
reviewed. 


The treatment of acute appendicitis 
while the disease is limited to the appen- 
dix is satisfactory; however, the treat- 
ment of the disease after spreading be- 
yond the appendix, is a question of great 
dispute. It should be standardized for the 
benefit of the patient in the hands of the 
average surgeon. A master surgeon may 
use methods of treatment with great suc- 
ress which, when attempted by the major- 
ity of the profession, would prove devas- 
tating. During the past decade, there has 
been an apparent increase in the death 
rate due to appendicitis. Recent figures 
from the Bureau of Vital Statistics attri- 
bute 25,000 deaths annually to appendi- 
citis”. This is an increase of 30 percent in 
the mortality in the past ten years. A 
similar increase has been reported in 
Great Britain. The mortality is due to the 
dangers of infection spreading beyond the 
appendix. The urgent necessity is that of 
immediately consulting a surgeon when 
abdominal pain occurs for it is the delayed 
cases that are fatal. 


DIAGNOSIS 


The usual symptoms and findings were 
recorded in 70% of the cases studied. The 
remaining 30% were atypical which 
makes the diagnosis difficult and acounts 
for many of the delayed cases. However, 
some of the findings are always present. 


Abdominal pain was present in 100% of 
the cases. It is usually of rather sudden on- 
set in the epigastrium, cramping in char- 
acter, and localizing after about six hours, 
as a dull aching soreness in the right low- 
er quadrant of the abdomen. Pain starting 
in the right side is rarely due to appendi 
citis although a physician friend suffered 


APPENDICITIS 


J. L. WALKER, M.D., M. Sc. 
OKLAHOMA CITY 


a peritonitis from a ruptured appendix 
because the pain had always been in the 
right side. He would not agree to the cor- 
rect diagnosis. Sharp lancinating pain is 
rarely due to appendicitis. The pain may 
radiate to the genitalia as observed in five 
cases of the series. 


Nausea with, or without vomiting, was 
present in 75% of the cases. This is a 
relatively unimportant symptom. 

Fever and leukocytosis, which are very 
valuable both in diagnosis and prognosis, 
occurred in $2% of the cases. Fever above 
100°F in the first twenty-four hours of 
the disease is very unusual, and in any 
stage of the disease is strongly suggestive 
of perforation. 

100°F or BELOW 
385 Cases 63.2% 
5% Required drainage 
ABOVE 100°F 


221 Cases 36.5% 

27% Required drainage 

Localized tenderness is the most impor- 
tant finding in the diagnosis of acute ap- 
pendicitis. It occurred in 92.7% of the 
cases in this series. Diffuse tenderness 
is usually due to some other disease. Rigid- 
ity is closely associated with localized 
tenderness. 

The diagnosis of acute appendicitis is 
relatively easy compared to the difficulty 
in knowing the exact changes the scalpel 
will reveal since the clinical manifesta- 
tions and pathological findings are often 
not in direct proportion. It is very impor- 
tant to correctly differentiate a gangren- 
ous or late perforating appendix from an 
early diffusing peritonitis for the treat- 
ment differs. Deaver' gives the following 
findings in diffusing peritonitis: The pa- 
tient looks sick but does not have the 
peritonitis facies. Pain is more pronounc- 
ed and referred over a greater area. There 
is a larger area of rigidity and tenderness. 
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Peristaltic sounds are diminished or ab- 
sent. Abdominal breathing is more limit- 
ed. Peristaltic sounds around the inflam- 
ed area corresponding to the area of peri- 
toneal irritation are increased. 


Livingston” finds cutaneous hyperes- 
thesia in a triangle bounded by a line from 
the symphysis pubis to the umbilicus, 
from the umbilicus to the anterior spine, 
and from the anterior superior spine to 
the symphysis pubis, the most valuable 
sign in diagnosing acute appendicitis. It 
occurred in 86% of a series of 400 cases. 
In the remaining negative cases with ap- 
pendicities, most of the appendices were 
either gangrenous or ruptured. If the 
hyperesthesia extends beyond this area, 
particularly to follow the course of the 
intercostal nerves, it is due to an intercos- 
tal neuralgia described by J. B. Carnett*. 
This may occasionally be associated with 
an acute appendicitis but usually is not. 


Baily Hamilton uses the hyperesthesia 
as described by Livingston as a criterion 
in the differentiation between late acute 
appendicitis and early diffusing periton- 
itis. In addition to this, the presence of 
much vomiting, increased pulse over 10 
per minute within an hour, age under five 


years, recent ingestion of a powerful 
cathartic, are his indications for operation 
while the delayed treatment is being 
carried out. 


There are many unusual symptoms such 
as chills, diarrhea, etc., which are more 
frequent than one is impressed by reading 
the literature. This is due to the preoc- 
cupied mind of the average clinical clerk. 


Circumscribed and diffuse peritonitis 
are readily diagnosed. 


TREATMENT 


Many of the leading surgeons of the 
world have different views as to the treat- 
ment of diffusing peritonitis. It is not so 
striking to find this as both schools have 
different methods, both of which have 
their advantages. The question is: Delay 
operative treatment with physiological 
treatment until localization or absorption 
occurs, or incise immediately. I have col- 
lected, at random, from the literature, the 
following accumulated statistics on mor- 
tality of acute appendicitis. 


IMMEDIATE 


Cases Mortality 
1358 10.5% 
2716 6.7% 
675 5.3% 











Ashurst’ 247 13.7% 
Flint 1080 5.7% 
Turner” 2252 3.5% 


Greenwood” 266 0 
Catch” 8.7% 
Weeden” 4.9% 
Quain” 2.5% 
DELAYED 
Name s Mortality 
Deaver* 3.7 % 
Hornecke 3. % 
Bratund 2.5 % 
Guery” 15% 
Hamilton” 1.75% 
Love” 3.8 % 
This series 8.62% 
In University Hospital, Oklahoma City, 
Oklahoma, the delayed treatment is prac- 
ticed. Of the cases reviewed, there were 
52 deaths, a mortality of 8.62%. Two of 
the deaths were complicated with dia- 
betes; two had gangrene of the terminal 
ileum; one had volvulus of the ileum with 
an inflamed appendix acting as a tie; four 
died on the day of admission; eighteen of 
the fatal cases were operated upon when 
a diffusing peritonitis existed; and one 
death in the nondrainage cases due to B. 
Coli peritonitis. It is customary here, to 
drain the circumscribed peritonitis if re- 
solution does not occur during the Fow- 
ler, Murphy, and Ochsner treatments as 
advocated by Deaver’. Usually the appen- 
dix is not removed until a later date. Of 
these cases only about 4% returned for 
appendectomy. However, 14 returned with 
recurrent abscesses and one developed a 
fatal peritonitis. 


In reviewing the reports illustrated in 
table (1); the cause of the difference in 
opinion and mortality was noted. The 
surgeons having low mortalities, especial- 
ly Quain”, Turner and Eliason’, advocat- 
ing the immediate treatment, all used ex- 
tensive drainage of the wick type as the 
Mikulicz” or Coffey’ drain. Without this 
type of drainage, the mortality soars to 
about 14%. The immediate treatment is 
further favored by removal of many de- 
layed thick walled or gangrenous appen- 
dices that would probably be diagnosed as 
early diffusing peritonitis and become so 
if not removed. 


The work of Plant” contraindicates the 
use of morphine in appendicitis for he 
has shown that it both increases the tone 
and rate of peristalsis in the usual doses 
in man as well as in lower animals. This 
is contrary to the usual idea but Hamil- 
ton” using the delayed treatment, omit- 
ted morphine and its derivatives to pre- 
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serve the clinical findings in a series of 
315 cases of acute appendicitis and re- 
ports 1.75% mortality and that the pa- 
tient rarely has pain unless the appendix 
is as yet unperforated, or that the pus 
is spreading beyond the walled off ab- 
scess. 


SUMMARY 


1. The education of the people to the 
dangers of appendicitis. 


2. Careful examination of late cases of 
appendicitis endeavoring not to operate 
upon early diffusing peritonitis, nor to 
fail to operate upon late gangrenous or 
unruptured cases. 


3. Delayed treatment of diffuse and dif- 
fusing peritonitis: High Fowler’s position, 
nothing by mouth, proctoclysis of normal 
saline, no morphine or its derivatives, and 
absolute rest. 


4. Drainage of localized abscesses and 
removal of the appendix at the same time 
if possible, making the incision always 
lateral to the greatest point of tenderness 
and using the Coffey drain, gauze packs 
to protect the clean tissues, draining the 
kidney pouch and pelvis when necessary, 
and keeping the drain as close to the later- 


al abdominal wall as possible. 


5. Extensive use of Coffey’ quarantine 
principles when, by error, a diffusing 
peritonitis is found at eperation and al- 
ways removing the appendix in such cases. 


6. If an abscess is drained, the patient 
should have an appendectomy before leav- 
ing the hospital. 


7. The free use of glucose and saline in- 
travenously and saline under the skin. 
Glucose per rectum is not absorbed and 
delays the absorption of the water. Nor- 
mal saline is preferable. 

8. Immediate operation on the follow- 
ing type cases: 

1. Children under 5 years of age. 

2. Intra-abdomina! rupture of lo- 
calized abscess. 

3. Rapid increasing pulse rate 
while under delayed treat- 
ment. 

. Continuous vomiting. 

. When the disease cannot be 
clearly differentiated from 
some other intra-abdominal 
condition requiring immediate 
intervention. 
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INFANTILE ECZEMA: STUDY BASED ON 
ONE HUNDRED AND SIXTY CASES 





Francis Scott Smyth, San Francisco, Katherine 
M. Bain, St. Louis, and Minnola Stallings, San 
Francisco (Journal A. M. A., Oct. 31, 1931), con- 
sider eczema as the response of the skin to irrita- 
tion. The source of that irritation may be single 
or multiple, related to local infection, to cold or 
heat, or to intolerance of an allergic nature. The 
allergen frequency is not entirely explained by 
contact but probably on some immunochemical 
mechanism. While skin tests are often of great 
value, they rarely develop before the fourth 
month and may be lacking entirely. In other 
words, the capacity to form skin tests and the 
clinical reactivity are independent variables = 
frequently related. The skin of infants is 
ticularly susceptible to trauma and to su 
changes of temperature. Such injury may itself 
establish a vicious circle. With increasing age 
this may entirely disappear. In other instances 
allergy must be considered as an additional fac- 
tor. One hundred aand sixty patients are survey- 
ed by the authors with regard to the various fac- 
tors. On the basis of their observations they be- 
lieve that in the treatment of eczema the diet 
must not be so restricted as to prevent normal 
nutritions, since sweeping restrictions may 
dangerous, 











APPENDICITIS and ITS MORTALITY * 





HORTON E. HUGHEs, M.D. 
SHAWNEE 





Se much has been said about appendi- 
citis, in general, that to speak further of 
it, one risks making himself a bore. But 
the fact remains that there are over five 
hundred thousand cases of appendicitis in 
the United States and Canada annually, 
of which twenty-five thousand die, mak- 
ing a mortality of five per cent which is as 
great as the combined mortality of gall 
stones, ectopic pregnancies, pyosalpinx 
and diseases of the pancreas, spleen and 
thyroid, and almost equal to the combined 
mortality of gastric and duodenal ulcers, 
intestinal obstruction and gall stones. 

Such a mortality is apalling, especially 
so since most of it is due to negligence, 
more often on the part of the patient or 
patient’s family, and occasionally due to 
negligence on the part of the attending 
physician. The physician’s negligence be- 
ing due, not so often to a mistaken diag- 
nosis, as to the “take a chance” attitude, 
or in not insisting emphatically enough on 
immediate hospitalization and early oper- 
ation. The administration of morphine 
and cathartics in any type of appendicitis 
certainly accounts for a large share of the 
five per cent mortality which that disease 
carries. 

In our own immediate locality the mor- 
tality of appendicitis compares favorably 
with that of the rest of the United States. 
Since December 1, 1927, there has been 
four thousand two hundred seventy-five 
surgical cases which were operated on, in 
either of the two Shawnee Hospitals. The 
general mortality of all operations over 
that period was only 2.7 per cent which, | 
believe, is very good indeed. Of the four 
thousand two hundred seventy-five surg- 
ical cases, one thousand one hundred 
eighty-eight were operated on for appendi- 
citis. The mortality was 4.1 percent al- 
though still far too high, is below the gen- 
eral United States average. Analyzing 
still further the mortality of the one 
thousand one hundred eighty-eight ap- 
pendicitis cases, one finds that one hun- 
dred and eighty-three of these cases were 
classified as ruptured appendix, on admis- 





*Read before Pottawatomie County Medical So- 
ciety, November 21, 1931. 


sion to the hospitals, and that the mortal- 
ity of the one hundred eighty-three cases 


was twenty-six per cent, while the mor- . 


tality of the one thousand five unruptur- 
ed appendix cases was less than .3 per- 
cent. 


Probably a still further analysis of the 
one hundred eighty-three ruptured cases 
would show that a certain percentage had 
localized abscesses, and a certain percent- 
age had a generalized peritonitis, and that 
the higher mortality was to a certain ex- 
tent confined to those patients having a 
generalized peritonitis. 


It is obvious that the ideal way to re- 
duce the number of ruptured appendix 
cases and thereby reduce the mortality of 
appendicitis in general is to educate the 
people as to the dangers of the adminis- 
tration of cathartics, and delay in calling 
the doctor when an individuai has pain in 
the abdomen. However, such education is 
slow and hampered by the ethics and leth- 
argy of the profession, and the cults and 
quacks, omni-present who capitalize every 
time the medical profession breaks into 
print, or comes before the public mind. In 
spite of this, education of the public must 
still be the goal. But in the mean time, 
perhaps the mortality may still be lower- 
ed by a little more conservative treatment 
of those patients who come to us with the 
symptoms and physical findings of a gen- 
eralized peritonitis. 

I believe that the concensus of opinion 
of the surgical teachers in the United 
States is that to operate on a patient with 
the history and physical findings of a gen- 
eralized peritonitis of many hours stand- 
ing, to establish drainage or what, only 
serves to break down that patient’s al- 
ready decreased resistance, and te hasten 
his exitus, and that it is far better to 
treat such a patient conservatively by giv- 
ing him enough morphine to keep the 
bowels and body absolutely quiet. To ad- 
minister large amounts of salt solution 
and glucose intravenously and sub-cutan- 
eously with nothing by mouth, and to wait 
several days or a week to allow the peri- 
toneum to wall off the infection into a 
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localized abscess, which may then be 
drained with comparative safety. Those 
patients who die under conservative treat- 
ment would most surely die under a more 
radical treatment. 

If one were sure that the offending 
ruptured appendix was lying free just un- 
der the parietal peritoneum, and that it’s 
removal through a small incision could 
be done without disturbing the rest of the 
peritoneal cavity, he might be justified in 
such a procedure. More often the ruptur- 
ed appendix due to the distension and in- 
fection of the bowel, is located with diffi- 
culty, and it’s removal is attended with 
considerable trauma, and further soiling 
of the peritoneal cavity, which causes an 
overwhelming peritonitis and death. 

Furthermore, many investigators have 
shown in recent years, experimentally and 
clinically, that it is impossible to drain the 
peritoneal cavity, and that in generalized 
peritonitis, any type of drain becomes 
walled off within twelve to twenty-four 
hours, and only drains a pocket of the 
peritoneal cavity, immediately surround- 
ing the drain. Not only does the drain fail 
to drain, but Dr. Buchbinder of Chicago, 
has shown epxerimentally that the intro- 
duction of drains in themselves spread the 
peritonitis and hastens death. 

Dr. Buchbinder established a_ lethal 
peritonitis in a series of over thirty-one 
dogs, by resecting about fourteen to six- 
teen inches of the distal ilium, leaving it 
attached to its mesentery and allowing 
the open loop of gut to fall free in the 
peritoneal cavity. An end to end anasta- 
mosis was done on the intact ends and the 
abdomen was closed without drainage. 
90.3 per cent of these dogs would die of 
generalized peritonitis, in five or six days. 
He then took another series of dogs and 
found that if another incision was made 
at the end of twenty-four hours and the 
open loop was gently removed after liga- 
tion of its mesentery and the abdomen 
closed tight without drainage, that the 
mortality was reduced to fifty-two per 
cent. In a third series of twenty dogs, 
operated on under identical conditions, 
and in the same manner, if the open loop 
was removed at the end of twenty-four 
hours, and in addition two soft rubber 
tissue drains were inserted, one into the 
pelvis and one in the liver region, that 
one hundred percent of the dogs died 
within one to fourteen days. 

Autopsies were made of all the dogs, 
and it was interesting to note that in all 
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cases the drains were walled off by fibrin- 
ous exudate and in no case were actually 
draining the peritoneal cavity. It seemed 
remarkable that in the dogs with such a 
virulent peritonitis, that there was no pro- 
tective fibrinous exudate about the loops 
of the intestine—that there would still be 
enough fibrinous exudate formed at the 
site of the drain to effectively wall it off. 
Realizing that there is a marked differ- 
ence in experimental peritonitis and that 
met with in clinical practice, I sight Dr. 
Buchbinder’s work because his results 
seem analagous to that seen clinically in 
the wards of large hospitals. 


In conclusion, I feel that I must make 
myself clear—that I believe that all cases 
of localized peritonitis with walled off 
abscess, should be operated on, and can 
and should be effectively drained. How- 
ever, in the acute, diffuse or generalized 
peritonitis, I believe that operation should 
be deferred until a time when the body’s 
own protective mechanism can wall off 
and localize the infection into an abscess 
and then it should be operated on and 
drained, usually leaving the appendix to 
be removed at a later date, unless it is un- 
usually free and accessible to removal. 


Such a procedure, I believe will lessen 
the mortality of generalized peritonitis, 
from ruptured appendix and _ thereby 
lessen to some degree the still too high 
mortality of that disease. 
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ISOLATION OF BRUCELLA ABORTUS FROM 
HUMAN FETUS 








Charles M. Carpenter and Ruth Boak, Ithaca, 
N. Y. (Journal A. M. A., April 11, 1931), report 
the first instance in which Brucella abortus was 
isolated from a human fetus. They were unable 
to determine whether the placenta as well as the 
fetus was infected or to study it histologically; 
but, basing their opinion on the mode of infection 
in other species of animals, such must have been 
the case. They believe that in this case the abor- 
tion was the result of an infection with B. abor- 
tus and that physicians investigating the path- 
ology of the genitourinary system should consider 
more frequently B. abortus as a possible etiologic 
agent of disease in these tissues. 
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STUDIES OF CALCIUM AND PHOSPHORUS 
METABOLISM 








Walter Bauer, William T. Salter and Joseph C. 
Aub, Boston (Journal A. M. A., April 11, 1931), 
have found that the very slow, intravenous ad- 
ministration of 20 cc. of a sterile solution of 5 
per cent calcium chloride promptly relieves the 
severe pain of colic caused by lead, or ureteral or 
biliary stone. The relief afforded by such therapy 
is more rapid and more constant than that by 
other forms of treatment they have employed. 















APPENDICITIS AND THE PUBLIC 





MARVIN E. Stout, M.D. 
Polyclinic Hospital 
OKLAHOMA CITY 





When we read that 18,000 to 20,000 
people in the United States die every year 
from a curable disease like appendicitis, 
is it not time to invoice our stock and en- 
deavor to right our wrongs? 


For many years the profession has been 
perfectly familiar with the disease and 
they are so well agreed on the diagnosis 
and treatment that one seldom hears of a 
doctor who offers to treat appendicitis 
without surgery. Every doctor and every 
surgeon records the uniform good results 
obtained in early clean cases. And around 
this statement “early clean cases,” hinges 
the crux of the situation. 


The deaths recorded are not due in 
reality to primary appendicitis, but to 
peritonitis or some of the complicating 
conditions arising from the infection fol- 
lowing rupture of the appendix. It is not 
primary appendicitis then that kills 18,- 
00 to 20,000 in this United States annual- 
ly; but it is the ruptured appendices. Pri- 
mary appendicitis seldon kills anyone, but 
the ruptured appendix accounts for this 
unnecessary high mortality. 


Why then do so many appendices rup- 
ture? One of our internes recently re- 
marked that it might be due to the hot 
weather, another countered that it was 
due to the castor oil they took before com- 
ing to the hospital. But, it is not due to 
either cause. The whole trouble comes 
from the amount of time elapsed between 
the onset of the initial symptoms and the 
time of operation. When this evil is cor- 
rected we will cease having deaths from 
appendicitis. 


Why then should so much time elapse to 
permit so many appendices to rupture? 


As I go over the records of the cases 
that come to us, I find that at times the 
delay may be charged to the physician. 
The fulminating attacks often have an ob- 
scure beginning, and it is so difficult to 
differentiate early appendicitis from 
many other conditions that we may call 
for time to be positive of the diagnosis. 


It seems to me that one of the common 


facts to lead the physicians astray is that 
the pain frequently begins in the “pit of 


the stomach,” around the navel, or in the’ 


left side, so that we must remember that 
any abdominal pain, regardless of the lo- 
cation, may be, and often is, due to ap- 
pendicitis even though the pain or tender- 
ness may never definitely localize in the 
lower right side. 


Another fact to remember is that the 
acute, diffuse pain usually means a ful- 
minating attack of appendicitis wherein 
the time element counts for so much, So, 
may I remind you, where there is acute, 
diffuse abdominal pain, if you are unable 
to make a positive diagnosis on the first 
visit, go back to see your patient every 
two hours until you can positively elimi- 
nate appendicitis. None of us want to be 
guilty of unnecessary surgery or ruthless- 
ly removing an appendix under mistaken 
diagnosis, and I do not want to be mis- 
understood as advocating such a course, 
but this much is true, after making a 
careful study, if we are still unable to be 
positive in the diagnosis, we may even be 
justified at times in doing an exploration 
rather than making the fatal error of 
waiting too long and permitting the ap- 
pendix to rupture. This is especially true 
where we can be reasonably certain of 
finding the trouble at operation in case it 
is not the appendix. A course of this 
nature is certainly much safer for the pa- 
tient than too much delay. 


Now, so much for the doctor. He is not 
the only one responsible for delay. It has 
been my experience that it is only in the 
very exceptional case that he is respon- 
sible in the least. On the contrary, we 
usually find him exerting every means 
possible to get the patient to early surg- 
ery. 

Wherein, then, do we find the cause for 
so much delay and how may it be cor- 
rected? 


The greatest amount of trouble comes 
from the lack of sufficient understanding 
by the public. They are not properly 
aware of the nature and treacherousness 
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of the disease. When a man takes sick 
with “indigestion,” ‘cramp colic,” or the 
“stomach ache,” he can see no immediate 
rush for summoning a physician. He 
certainly has no cause to think that an 
emergency exists. He is most likely to 
wait until the pain becomes intolerable be- 
fore thinking of calling his family phy- 
sician. And then he only calls him to ob- 
tain relief from pain, not because of any 
danger, and even when his physician tells 
him he has appendicitis he still feels no 
alarm, except that he might be compelled 
to have an operation sometime. He has 
not been properly educated to realize the 
imminent danger at hand, and as a result 
of this, when the physician advises him of 
the need for early and prompt surgery, 
instead of cooperating with this advice he 
frequently questions the judgment of the 
physician and at times, I might say, he 
may even question his veracity. However, 
this is rare and it is remarkable to see 
the implicit confidence usually manifest- 
ed in the physician, and in turn the per- 
fect honesty and sincerity practiced by 
the physician. Yet where the diagnosis is 
clear and there is no doubt in the mind of 
the physician, and no doubt in the mind 
of the patient, there are still many things 
to prevent and delay early surgery. For 
instance, no one, or practically no one, 
would think of going to a hospital for 
major surgery without first advising, or 
at least communicating with their friends 
or relatives. Many times these friends 
and relatives are in other states or an- 
other part of the state or in some locality 
difficult to communicate with. I have 
many patients delay surgery a day or two 
until some relative could reach home to 
be present at the operation. 


The cost of hospitalization and surg- 
eon’s fees are matters for vital concern, 
especially during this financial stringency. 


Hospitals cannot operate unless they 
are paid, and the average individual 
makes financial preparations for every- 
thing but sickness. 


The most common cause, however, 
which serves to delay surgery is the num- 
ber of people in a community who recover 
from attacks. Why all this rush to be 
operated when we can look about us and 
see many of our acquaintances who have 
had one or more attacks of appendicitis, 
who apparently have made perfect re- 
coveries? Of course, all doctors and prac- 
tically the entire public realize that even 


though they recover from an attack it 
will continue to recur until it forces one to 
surgery sooner or later. But, it would be 
so much more convenient at a later time. 
This is the line of reasoning that goes thru 
a patient’s mind, as he requests his phy- 
sician to wait another day to see how he 
gets along. 

If we could truthfully tell our patients 
that the appendix was sure to rupture be- 
fore another day, there would be no rup- 
tured appendicies. But there is absolutely 
no way for us to tell positively just how 
soon it will rupture, nor how long it will 
go before it ruptures, nor which attack 
they will recover from without rupture, 
nor in which attack it will rupture and 
cause death. The only thing we can say 
with certainty is, that most cases of ap- 
pendicitis continue to recur until sooner 
or later they rupture. And that herein 
lies the cause of the high mortality. And, 
not only is the high mortality to be con- 
sidered, but many other things enter into 
the cause for immediate surgery. First 
comes the high morbidity; as the percent- 
age of satisfactory cures in the cases that 
do recover from ruptured appendices is 
not nearly so great as it is in the clean 
case. Likewise, the amount of suffering, 
the duration of time away from one’s work, 
the extra cost of hospitalization for special 
nursing, and so forth, are all matters that 
the public have given very little consider- 
ation; though they affect them vitally, 
they are inadequately informed to weigh 
them properly when the question of im- 
mediate surgery is advanced. 


How then, can we as physicians lower 
the mortality rate in appendicitis? 


There is only one way, and that is by 
carefully setting to work in educating the 
public that stomach ache, cramp colic and 
indigestion may be and often is appendi- 
citis and should be investigated at once. 
That at least the patient should be seen 
every two hours until appendicitis can be 
definitely excluded in every case of severe 
abdominal pain. That there is no way in 
the world of knowing which attack will 
and which attack will not rupture. And 
that there is no means of determining 
how long any given attack will go without 
rupturing. That the safest and best way 
te reduce the risk to life, the amount of 
suffering and the duration of hospitaliza- 
tion, the expense of care and the time 
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away from business is through prompt 
and early surgery. 


We have been making special efforts in 
education relative to the early symptoms 
and treatment of cancer. We contribute 
largely to an educational program in child 
health and protection. We have literally 
gone about seeking opportunity to correct 
and educate crippled children. We have 
done great work in educating the people 
relative to the prevention and cure of tu- 
berculosis, and I dare say we have a more 
specific and satisfactory remedy for ap- 
pendicitis than most of the common dis- 
eases, yet we have 18,000 to 20,000 deaths 
annually because the people are not suf- 
ficiently educated to accept it in time to 
effect a cure. 


If we have gathered but one idea, and 
that is to avail ourselves of every means 
of educating our clientele in the early 
symptoms of appendicitis, and teaching 
them that a simple stomath ache may be 
appendicitis and more dangerous and just 
as much of an emergency as a broken leg, 
we have gone a long way toward correct- 
ing this uncalled for death rate. 
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STRICTURE OF RECTUM: CONSIDERATION 
OF SOME UNUSUAL CAUSES 





Vernon C. David and C. A. Lauer, Chicago 
(Journal A. M. A., Jan. 2, 1932), state that lesions 
primarily involving the bowel wall are responsible 
for the great majority of strictures of the rec- 
tum, and scar tissue following operative trauma 
or inflammation heads the list. Post-operative 
stricture of the rectum most frequently follows 
operations for hemorrhoids. The removal of too 
great an amount of anal skin is the most impor- 
tant factor. Narrowing of the anal outlet follow- 
ing a Whitehead operation for hemorrhoids has 
been observed when the line of suture between 
the mucosa and skin has separated because of 
tension on the suture line or because of infection. 
Operations for fistula in ano may result in nar- 
rowing of the rectum, especially when large soft 
part defects are made and the entire sphincter 
muscle is divided. The point of the stricture is 
at the upper limit of the scar tissue in the bowel 
wall. Several strictures of the rectum have fol- 
lowed sloughing of the mucosa succeeded by con- 
traction of the scar after the use of diathermy 
or injection treatment of hemorrhoids. Scar tis- 
sue resulting from infection is a very common 
cause of rectal stricture. Chronic granulomas of 
the rectum (usually called syphilis of the rectum) 
are seen in large numbers, especially among 
Negro women in charity hospitals. Gonorrhea 
of the rectum may result in stricture from the 
fibrosis developed in the healing of the ulceration 
caused by the disease. Organic narrowing of the 
anal opening, due to fibrosis of the external 
sphincter muscle resulting from a long standing 
chronic fissure of the rectum, has been seen. 


Three instances of stricture of the ampulla of the 
rectum have been observed, resulting from con- 
traction of scar tissue from healed ulcers of 
amebic dysentery. Long standing ulcerative 
colitis and proctitis may result in a marked nar- 
rowing of the entire rectum. Three cases of 
hyperplastic tuberculosis of the rectum have been 
observed. Chronic diverticulitis of the rectum re- 
sulted in marked tubular constriction of the rec- 
tum in a patient of Dr. D. B. Phemister’s. One in- 
stance of typical leukoplakia of the rectal mucosa 
with marked narrowing of the rectum has been ob- 
served in a young man over a period of three 
years. Carcinoma of the rectum, of course, ac- 
counts for many strictures of the rectum. Car- 
cinoma in the region of the rectosigmoid, often 
being scirrhous and occurring in a normally nar- 
rowed portion of the bowel, causes stricture and 
obstruction early. Carcinoma of the ampulla, 
however, usually being medullary in type and 
ulcerating early, takes about a year to encircle 
the bowel completely. Occurring in a normally 
wide portion of the rectum, obstruction takes 
place late. Unusual types of carcinoma of the 
rectal ampulla may cause constriction of the 
bowel very early. Four cases of extensive colloid 
carcinoma of the rectum in young persons (aged 
16, 22, 24 and 26) were seen, in which the am- 
pullar portion of the bowel was converted into a 
long tubular stricture with very little ulceration. 
Epidermoid carcinoma of the anus naturally 
causes early narrowing of the anal orifice. A 
papilloma of the rectum which reached the size 
of a large adult fist caused marked narrowing of 
the bowel in the hollow of the sacrum in a 
woman, aged 70. Of great interest to the au- 
thors, because of their unusual clinical manifesta- 
tions, are the instances of narrowing of the rec- 
tum from a lesion primarily developing outside 
of the bowel. One of the most interesting causes 
of almost complete occlusion of the rectum is the 
occasional case of carcinoma of the _ prostate. 
Another type of tumor pushing into the rectum 
from the hollow of the sacrum is a chordoma or a 
sarcoma of the anterior border of the sacrum. 
Chronic inflammation outside of the rectum may 
by encroachment on the rectal wall cause marked 
narrowing of the bowel. Still another type of 
pressure from without causing a stenosis of the 
bowel is due to Hodgkin’s disease. The authors 
present briefly the history of a patient having 
this condition. 
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MASSIVE UNATTACHED RETROPERITON- 
EAL TUMORS: AN EXPLANATION OF UN- 
ATTACHED RETROPERITONEAL TUMORS 
BASED ON REMNANTS OF THE EMBRY- 
ONIC UROGENITAL APPARATUS 





G. H. Hansmann and J. W. Budd, lowa City 
(Journal A. M. A., Jan. 2, 1932), report seven- 
teen retroperitoneal tumors which were not at- 
tached to adult urogenital organs. All the 
tumors collected from the literature, integrated 
with the material described by the authors show- 
ed that most tumors which occur in adult uro- 
genital organs may occur free along the course 
of development of the urogenital apparatus. The 
concept that they arise from remnants of the 
urogenital apparatus is the most logical explan- 
ation of their histogenesis. 
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CHRONIC PANCREATITIS® 


LEA A. RIELY 
Professor Clinical Medicine 
Oklahoma University Medical Department 
OKLAHOMA CITY 


Ezekial the prophet called bread the 
staff of life, but Ezekial probably never 
knew that such an essential organ as the 
sweet bread existed, or he would have 
given it a position of equal importance. 
The pancreas is like the liver, one of the 
great accessory organs of digestion, and 
like the liver, indispensable. It dominates 
the true chemistry of digestion, which 
takes place in the small bowel. 


Herophilus the surgeon and anatomist 
is probably the first one to have found 
and described the pancreas, hidden away 
back in the inner recesses of the upper 
abdomen, crossing transversely the spinal 
column at the first lumbar vertebrae, and 
because of its importance, it was made 
safe and secure against any possible 
trauma, yet thus surrounded by the liver, 
the stomach, intestines and other organs, 
whose duty it is to serve in the great func- 
tion of digestion and metabolism. This 
anatomic situation, with such a number of 
important organs surrounding it, has add- 
ed all the more to the obscurity in its 
physiological functions, since these func- 
tions could not be isolated from the others, 
the external secretions flowing into the 
duodenum in conjunction with a duct from 
the liver, and there intermingling with 
the secretions of the stomach and intes- 
tines. 


De Graff first, and later Claude Bar- 
nard, 1856, called attention to its supreme 
importance from a_ physiological stand- 
point, but the truth of Bernard’s conten- 
tion was not appreciated for a long time, 
and his view was opposed for many years. 


Even with the later investigations of 
Opie Banting and his associates, Pavlow, 
Pratt, Lamson, and Marks, the innermost 
secrets have not been altogether revealed. 
Hence the clinical diagnosis of disease of 
the pancreas has always been fraught 
with great difficulty, and a large portion 
of pancreatic lesions remain unrecognized 


*Read before the Medical Section, Annual Meet- 
ing State Medical Association, Oklahoma City, May 
11, 12, 13, 1931. 


clinically, and are first recognized at 
laparotomy, or at postmortem examina- 
tions, this, despite the fact that it is dis- 
eased far more frequently than is general- 
ly supposed. Many tests to measure the 
function of the pancreas have been de- 
scribed, but none of them have withstood 
the test of time, as has been the case with 
the tests of the liver and kidney. Even the 
reliability of palpation or even inspection 
of this small inaccessible organ during 
laparotomy may be questioned seriously’. 
Deaver and Mayo say the diagnosis of 
chronic pancreatitis is not often made be- 
fore operation. The clinical history pre- 
sents indications, but no absolutely reli- 
able signs, while laboratory tests are of 
little significance compared with the find- 
ings of the operating table. Deaver says 
“the normal pancreas is compact shape 
without, and induration characteristic 
enough to be preceptible to the examin- 
ing finger. Its appearance is pinkish in 
color with smooth, more or less glistening 
surface. The circumscribed or diffuse 
chronically inflamed gland presents a dull 
hue, often with points of opacity, some 
irregularity of the surface, and areas of 
induration, particularly when the gland is 
adherent to the overlying peritoneum. The 
diseased gland is less movable than the 
normal gland, although this should not be 
taken to mean that the normal gland is 
very freely movable.” Chronic intestinal 
pancreatitis is a progressive increase in 
connective tissue, while the remaining cells 
show minor changes, but many acini, and 
their remaining cells undergo atrophy and 
disappear. 

Warren says that interacinor fibrosis 
is a cause of atrophy of the pancreas. 
Probably far more frequently the fibrosis 
is a result of atrophy of the parenchy- 
matous tissue from one cause or another, 
with resultant condensation of the stroma 
than an active factor in the production of 
the pancreatic damage’. “The pancreatic 
tissue is fairly insusceptible so far as ac- 
tual necrosis is concerned to injury from 
toxic causes as compared with such tis- 
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sues, as liver or kidney, and so regener- 
ative changes are rarely seen. This prob- 
ably accounts for the rarety of pancreatic 
troubles after infections, Interstitial pan- 
creatitis occurs too frequently, and in too 
wide a range of disease processes, to be 
considered a characteristic lesion in dia- 
betes.” The anology to the cirrhotic pro- 
cess in the liver is rather striking, and 
particularly the great incidence of its 
damage in connection with gall stones and 
hepatic disease’. The acinor tissue shows 
no constant changes. Jones, Castle and 
Mulholland however found that in a series 
of 68 diabetics pancreatic enzyme activity 
was diminished in at least half the cases. 
This marked alteration in the external 
secretory activity suggests that there may 
be anatomical changes in the acinor tissue. 


Chronic intestinal pancreatitis is a pro- 
gressive increase in connective tissue, 
while the remaining cells show minor 
changes, but many acini and their cells 
undergo atrophy and disappear. Its 
modesty is also shown by the fact it re- 
ceives the insults of bile, being forced in a 
retrograde manner into the ducts of Wir- 
sung and Santorini, which sets up an in- 
fection within, but this theory has been 
thrown into doubt by Mann and Giordona. 
Deaver expresses its genesis due to a 
lymphangitis from a focus of infection, 
usually in the gall bladder, or perhaps in 
the liver or the duodenum, and successive- 
ly involves the periductal and peripancre- 
atic lymph nodes, the nodes in the gastro- 
hepatic omentum, and finally the lymph- 
atic vessels in the interlobar and _ inter- 
lobular spaces of the pancreas itself. Ex- 
perimental injection demonstrates that the 
lymphatics of the liver, the gall bladder, 
and its ducts, communicate with those 
about the head of the pancreas, and the 
first portion of the duodenum. So, in the 
early stages and mild degrees of involve- 
ment of the lymphatics of the pancreas 
may produce but little disturbance, and 
disappear upon subsidence of the primary 
infecting focus. It is also true that any 
long continued lymph stasis and infiltra- 
tion with damage of the tissue elements, 
must lead to deterioration of the paren- 
chyma and the deposit of fibrous tissue. 


The blood stream route of infection does 
not seem to have many adherents, since 
its rarety in diseases which are character- 
ized by marked bacteremia, yet this is 
a matter of relativity, and is confined to 
the acute cases where small discrete areas 
of focal necrosis and hemorrhage are 


found. It is quite true that the hormonal 
function of the iletin portion is temporar- 
ily crippled by any infectious process, but 
the subsidence of the infection generally 
restores the insulin to its preinfective 
state, a statement which Joslin emphatic- 
ally upholds’. In chronic disease however, 
we can observe the influence of the inti- 
mate anatomic and physiologic relation- 
ship between the liver and gall bladder 
and duodenum, and Deaver says, “that 
the disease of one or the other of these 
viscera is likely to affect other members 
of the associated viscera, a fact which is 
amply demonstrated by clinical experi- 
ence.” 

These swellings and enlargements of the 
pancreas as noted by the surgeon, certain- 
ly differ from those states in which an 
overgrowth of the interlobular or inter- 
acinous fibrosis tissue has taken place. 
There can be no rapid or material retro- 
gression of the process which has progres- 
sed to a fibrous sclerosis. On the other 
hand, it is characteristic of many of the 
swellings of the pancreas, as seen at op- 
eration, to subside more or less rapidly 
and completely. This has been determined 
by secondary operations on patients who 
showed pancreatic swellings at the first 
operation, but none when the abdomen has 
been reopened. Clearly the enlargement 
must have been due to engorgement, and 
edema or absorbable cellular exudates. 


Deaver says in the cases observed dur- 
ing the past eighteen months, the head 
was affected alone in 42 cases, and in only 
nine was the tail of the organ any alter- 
ation in size, shape or consistency. In the 
pancreas the late lesions observed patho- 
logically show sclerosis as marked in the 
tail as in the body and head. 

The fact that in the case of the diabetic 
who has lived a long time with a rather 
high tolerance, may gradually begin to 
lose weight, which is probably more pro- 
nounced in pancreatic disease than dis- 
turbances in any other organ of the upper 
abdomen. They suffer with soft fatty 
stools, persistent nausea, and a progres- 
sive downward course is the history there- 
after. This picture can best be explained 
by the gradual spreading of trouble from 
the islands of Langerhans, over to the 
acinor and lobular glands, and the glands 
of external secretion have succumbed to 
the same devastating process which shows 
itself on the digestive tract. There is 
ordinarily some little pain and tenderness 
in these cases, and that pain is referred 











to the back, mostly to the left side, and in 
my cases, that discomfort is most notice- 
able at night, or in a recumbent position. 
The gradual or rapid loss of weight and 
strength, depending on the rapidity of 
progress, is a marked clinical observation. 
1 have noticed it date its sudden onset 
from some acute infection, like flu, which 
possibly starts a potential trouble into an 
active one. 


The sympathetic sign, the ocular sign 
or Loewis adrenalin mydriasis test, i. e., 
if adrenalin is instilled into the eye, the 
pupil does not ordinarily dilate, but if the 
pancreas is inadequate, the pupil dilates 
after one to two drops, of 1-1000 solution 
is instilled into the eye. This test is sup- 
posed to be based upon the antagonism 
between the adrenal glands and the pan- 
creas, the phenomenon may be observed 
if there is hyperthyrodism. 


The loss of weight and strength is due 
to the inability to digest the fat and pro- 
tein taken in as food, but which frequently 
causes a constipation or diarrhoea of 
large, soft, light colored fatty, foamy 
stools, which float on the water. (The 
gastrogenous diarrhoea has liquid stools). 
A large amount of neutral fat and free 
fatty acids appear in the form of drop- 
lets and flakes, while the fatty acids 
appear as large pointed colorless need- 
les, due to the lack of steapsin ferment. 
The finding of a large amount of fat 
globules in the stools is always suggest- 
ive of pancreatic disease, but in obstruc- 
tive jaundice, there is also an increase in 
fats, and the fats are usually in the form 
of fatty acids., 


The inability of the trypsin to digest 
the muscle fibres and particularly their 
neuclei after the sarolemma has been di- 
gested in the stomach, is evidenced by the 
use of the microscopic examination of the 
stools, and the cadaveric odor with much 
flatulence. Osler claims that constipation 
and diarrhoea may alternate. 


The gastrogenous diarrhoea or the ab- 
sence of free Hcl in the old diabetic, i. e., 
one that has lasted as much as six and 
five-tenths years’, may be a factor in dif- 
ferentiation. The diarrhoea of gastric 
origin however is usually sudden in onset 
and may occur once or several times in 
the course of the day. In some instances 
the movements are frequent and liquid in 
character, and they may appear almost 
immediately after food is introduced into 
the stomach. In some cases the move- 
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ments do not occur until one-half hour or 
more after the ingestion of a meal. In 
these cases the movement is soft and al- 
most normal, and then is followed by 
liquid movements, while in other instances 
the evacuations are liquid from the start, 
abundant, yellowish, foamy, and even fetid 
in character. This type of movement is 
most often observed in the anacid or sub- 
acid cases, and is usually relieved by the 
administration of acids. 


Cammidge describes four types of 
chronic pancreatitis: 

1. Dyspeptic in which the disease is due 
to a marked condition in which the bowels 
and the symptoms are referred mainly to 
the digestive organs. 

2. Cholelithic associated with the pres- 
sure of gall stones in the common duct, 
usually there is chronic jaundice and the 
symptoms are hepatic. 

3. Miscellaneous group in which pan- 
creatitis is secondary to malignant dis- 
ease, (or a pancreatic cyst). 

4. The diabetic group with glycosuria 
into which the preceding groups may 
merge in time. 
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CASE REPORTS 


Mr. A. W. Age 61. 5’ 10”. Has weigh- 
ed 162 pounds for the past four years, 
formerly 210 for the previous twenty-five 
years. 


Nineteen years ago he first noticed 
sugar in the urine. Had glucose seven 
years ago, and went on a starch free diet, 
in a desultory way. On March 30, 1929, he 
noticed he could not close his eye (right), 
smiled on one side of his face only, food 
collected on that side. This was preceded 
by a pain in the right mastoid region. His 
B. P was 170-110; blood sugar 444; libido 
absent for two years. Under dietary 
management, and being given seven units 
of insulin morning and evenig, he main- 
tained sugar free, until February, 1930, 
when he had an acute influenzal attack, 
after which began numerous but not 
watery stools. These stools contained 
much fat and muscle fibers, with neuclei 
present. Examination of stools for para- 
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sites, ova and blood were negative. His 
stools were more frequent at night, dis- 
turbing his slumber. He had as many as 
eight stools a day. These stools always 
floated on water, cadaverous odor, and 
foamy, attended with much flatulence. 


X-ray of the gastro-intestinal tract was 
negative except for some evidence of ir- 
ritability at the terminal ileum. Procto- 
scopic examination showed that the mu- 
cous membrane of the lower rectum bled 
more easily than normal, but was other- 
wise negative. Analysis of the gastric 
contents showed total acidity to be 70, and 
free Hel 58. Hemoglobin was 73%; ery- 
throcytes numbered 4,670,000; leucocytes 
8400. The differential count was normal, 
Blood Wassermann was negative. The 
basal metabolic rate was plus 6. The dye 
test of liver function was normal. 


He had pain in the upper abdomen, 
shooting into the back on the left side, 
more noticeable at night. 


Under the use of a bland diet, Panteric 
tablets, or MHaladine and bile salts, 
his stools became less frequent, and 
the odor diminished materially. He con- 
tinued to lose flesh. Under the use of 


a greater amount of insulin, and a liberal 

carbohydrate diet, he gained a little flesh, 

but his extreme weakness and depression 

remained. Jaundice complicated the pic- 

ture in August, and he was operated on 

nee cancer of the pancreas, in late Septem- 
v. 


My impression of this case is that of an 
old involvement of the islands of Langer- 
hans, with a gradual sclerosis of the race- 
mose glands, which may have taken on a 
malignant growth, thus ending the pic- 
ture. 


The following history was taken on the 
6th of November, 1924. 


Mr. Fred E., 24 years old. Married five 
years, and has two children. Maximum 
weight 165; present 120. Worked hard on 
a farm until three years ago, when he 
came to town and began working in an 
office. Drank many coca colas. Father a 
tall slender man, weighing 165 pounds. 
Mother 5’ 8” weight 200. No diabetic 
history in family. 


Noticed no ill effect until two weeks 
ago, when he noticed marked weakness 
and polyuria. On consulting a physician, 
(Dr. Cooley) the first time he had ever 
consulted one, he was told he had diabetes, 
and was later sent for treatment. 


We found him drowsy, his arteries were 
markedly palpable. Weight 13414 pounds. 
Glucose heavy, 5.1%. Acetone heavy. 
Blood sugar 453 mgm per 100 cc. On a 
diet of P. 50; COH 50; fats 125; and in- 
sulin 15 units three times a day, his blood 
sugar reduced to 141 mgm and urinary 
glucose a trace. Acetone negative, and he 
went home on the 19th of November, 
1924. 


He continued his insulin and careless 
adherence to a weighed diet until | saw 
him again on the 24th of April, 1930. He 
was then complaining of frequent bowel 
movement, for the past year, beginning 
three nightly and three daily stools. These 
stools were not liquid, but soft; foamy, 
and floated on the water. At present he 
had eight nightly and five or six daily 
stools, sleep very much disturbed by fre- 
quent stools. Never noticed any blood or 
mucous, but always with a cadaveric 
odor and much borborygmi. Laboratory 
reported fatty acids and neutral fat with 
undigested meat fibers showing nuclei. 

Began a very slight unproductive cough 
two months ago. Dullness and bronchial 
breathing, with a few crackling rales in 
both lobes, below apex. Temperature 
practically normal. X-ray reports an area 
of caseation about three inches in diame-~ 
ter, with probably small cavities in lower 
portion of both upper right and left lobes. 

On 60 P; 150 fats and 100 COH, his 
blood sugar at first 444 gms and urine 
sometimes as high as 4.48, but never any 
acetones, he finally steadied down to sugar 
free on 40 units of insulin a day, in four 
doses. His stools became less frequent, 
only three times a day, especially at night, 
and his sleep was quite normal. Stomach 
analysis showed HCL absent. Total acid 
68, and much mucous. 


Under holadine and bile salts, his 
bowels lost their frequency, and some of 
their volume, but his progress was stead- 
ily downward, and he died from inanition 
on July 2, 1930. 

Mr. L. G. Shoe merchant. 50 year old. 
Maximum weight 220 at 30 years of age. 
Present 126. Lost weight gradually from 
33 years old to present time. In May, 
1923, he weighed 190. Complete exodon- 
tia in 1924 for pyorrhoea. In May 1929, 
he lost 55 pounds in 21 days, following an 
acute nonradiating substernal pain, which 
took 3 hypodermics to relieve. 

Family history negative. Patient uses 
tobacco and cigars, no alcohol. Gall blad- 











der trouble in 1919. Headaches frequently 


until 35 years old. Few or none since. 
Slightly constipated. He worked unusual- 
ly hard past summer, and then took a mo- 
tor trip back East, and has not been him- 
self since then. Shallow yellow complex- 
ion all his life. Color deepens at times, 
and then clears up. No icteric tint to 
sclera or skin. Feels better after taking 
“liver medicine.” 


Chief Complaint: Continuous bilious 
spell with coated tongue in past two 
months, with loss of weight and increas- 
ing weakness, has feit weak. Unproduc- 
tive cough for eight days. Tongue heavily 
coated. Halitosis. Talks thick, and hard 
to understand. Keeps mouth open. Noc- 
turia one or two times. 


Heart palpable at left axillary line in 
3, 4 and 5th interspaces. Palpable thrill 
in PMI region. Heart palpated in 3, 4 and 
5 interspaces to right of sternum, 4 cm to 
right of mid-sternal line. No swelling of 
feet at this time, but swelling of feet dur- 
ing attack in 1929. 


Spleen not palpable. Liver normal size. 
Radials not palpably sclerosed. Lips have 
slight bluish tint. Quick, snappy first 
sound to slight systolic rumble. Pulse re- 
clining 82; standing 98. 


Fluoroscopic: Some generalized enlarge- 
ment of heart. Apex slightly to left. 


Roentgen examination: Well filled gall 
bladder after intravenous administration 
of dye with a stone about one-half inch in 
diameter. Film of chest shows consider- 
able fibrosis extending from right and left 
hilus toward the base. Marked generaliz- 
ed enlargement of the heart in all diame- 
ters. 


Urine: Dark straw color, cloudy. Alka- 
line. Sp. G. 1030, no albumin, trace of 
glucose. Crystals very heavy amorphous. 


Blood Count: RBC 4,830,000; WBC 6,- 
550; Hgb. 80; Index .8 plus; P. 65; L. 35; 
platelets few; no parasites, size, shape 
and color normal. 


Muscular tremble of legs while stand- 
ing. Reflexes not increased. Pupils react 
to L. & A., but felt better than right. 
Noticed failing in sight the past week. Has 
been drowsy and sleepy for last three 
weeks, but sleepless before that time. Does 
not dream. Bowels very frequent, not 
liquid, but bulky, with foul odor, and at- 
tended with much gas. Stools more fre- 
quent at night than in day time: This 
frequency was relieved after giving him 
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panteric tables, on a diet which had not 
been changed. Stools which had been 
floating on water, later sank, after ad- 
ministration of these tablets. Physical 
condition improved after the daily use of 
insulin. It gave him a good appetite, and 
his tongue began to clear up, halitosis less 
marked, and in thirty days he was able to 
be out on the streets. 
FINAL DIAGNOSIS 


1. Gall stones. (Cholelithiasis). 

2. Cardiac dilatation. 

3. Bronchitis. 

4. Chronic Pancreatitis. 

Mrs. J. B., Oklahoma City. Age 19. 
Married a year and a half. Maximum 
weight 118; present weight 96. 


Mother died at 45 of cancer; father liv- 
ing and well; three sisters and two broth- 
ers, all living and well. 


Patient entered womanhood at 13. Ir- 
regular. Before married unwell eight to 
nine days. Twice curretted because of 
metrorrhagia which continued from one 
month to another. 

Chief Complaint: Patient noticed she 
was nauseated for three weeks, prior to 
August 20. Lost her appetitie. Began 
noticing a painless jaundice. This con- 
tinued to deepen in color, accompanied 
by white stools, and dark colored urine. 
Intense itching began a month after onset 
of jaundice, which was so severe as to 
keep her awake at night, and was very 
troublesome in the day time. She had an 
absence of appetite, which was marked 
throughout the whole period. Repeated 
Wassermanns were negative. 


Blood Count: RBC 2,590,600; WBC 6,- 
200; P. 63; L. 37; Hgb. 60; normal size, 
but lacking in color. 

Urine: Clear, amber, acid, Sp. G. 1008, 
bile, two plus albumin. 

Stool. White, contained fatty matter, 
rather foamy, no liquid, and floated on 
water. 

Several attempts at Lyon’s gall bladder 
drainage was ineffective, and on the 21st 
of October, 1930, she was operated on by 
Dr. Horace Reed, and a large conjested 
hobulated head of the pancreas was found. 
There was no stone in the gall duct. It 
was normal in size and non-adherent. A 
drainage tube which was left in the open- 
ing caused a small amount of bile to flow 
at first, and it increased in amount, with 
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lessening of the jaundice. Her appetite 
soon returned, itching disappeared, stools 
became dark, and urine light in color. 


I again saw her on the first of Decem- 
ber, and she had gained ten pounds, jaun- 
dice entirely gone. She had a ravenous 
appetite, and was feeling fine. Her menses 
were normally reestablished after the op- 
eration, until she became pregnant. 


Qe 
Vv 


DIAGNOSIS AND TREATMENT OF TUBER- 
CULOSIS OF SMALL AND LARGE 
INTESTINE 





Lawrason Brown, Saranac Lake, N. Y., and 
Homer L. Sampson, Trudeau, N. Y. (Journal A. 
M. A., Jan. 2, 1932), enumerate the suggestive 
symptoms of beginning intestinal tuberculosis 
thus: any digestive disturbances, marked consti- 
pation, failure of the pulmonary condition to im- 
prove, an irregular temperature with subnormal 
fluctuations, possibly decrease of pulmonary 
symptoms while the patient is no better, alter- 
nating diarrhea and constipation, and marked 
nervousness. As symptoms are so often absent 
and the abdominal and proctoscopic examinations 
are so often negative, one must turn to the study 
of the barium meal and enema by roentgen rays 
to exclude intestinal tuberculosis. The roentgen 
method of diagnosis reveals the presence only of 
intestinal ulceration, but, when associated with 
pulmonary tuberculosis, especially if the pulmon- 
ary disease is at all advanced, it is safe to make 
a diagnosis of intestinal tuberculosis. Heliother- 
apy, natural or artificial, relieves the symptoms 
in a large proportion of early cases. In a cer- 
tain number apparent recovery follows its use. 
When desired results are not obtained by this 
method, roentgen or other forms of treatment 
should be carefully followed. The dietetic treat- 
ment, consisting of cod liver oil, 1 ounce (30 cc.), 
and tomato or orange juice, 4 ounces (120 cc.), 
ice cold, when taken immediately after meals has 
apparently cured many cases. Surgical interven- 
tion is practiced less frequently now than former- 
ly. The roentgen technic may not reveal the 
whole extent of the involvement. Patients with 
advanced pulmonary tuberculosis do not do well 
under operation and should not be operated on, 
nor should those with advanced intestinal lesions, 
except to relieve symptoms. In early localized 
lesions, excision is the operation of choice, but it 
may be necessary to short-circuit, which in ad- 
vanced cases may make the condition and symp- 
toms worse. The establishment of one or two 
mucous fistulas, from one or both ends of the af- 
fected portion of the intestine, may prolong life 
and help recovery but is most trying to the pa- 
tient. Medical treatment, when diarrhea is ab- 
sent, is of little avail. For diarrhea, drop doses 
of creosote in a capsule with one-fourth grain 
(0.016 Gm.) of iodoform, may be tried after 
meals. Phenyl salicylate and Tully powder (pul- 
vis morphinae comp., consisting of morphine sul- 
phate 0.5 Gm., camphor 9.5 Gm., precipitated 
chalk 10 Gm., and glycyrrhiza 10 Gm.), 2% grains 
(0.16 Gm.) each, every four hours, may have to 
be resorted to in terminal cases. 


TETANY ACCOMPANIED BY HYPERPY- 
REXIA AND VOMITING IN FIRST DAYS 
OF LIFE: UNUSUAL SYNDROME 


Murray H. Bass and Samuel Karelitz, New 
York (Journal A. M. A., Nov. 7, 1931), report the 
cases of three infants who became extremely ill 
in the first days of life. They vomited frequent- 
ly from the first day on; their abdomens became 
markedly distended; the temperature rose to a 
great height; two of them had marked dysphagia; 
they evidenced signs of great nerve irritability— 
Chvostek’s sign was extremely marked; their ex- 
tremities were held in carpopedal spasm; their 
cries were hoarse; they had repeated convulsions 
and seemed about to die. They were given calci- 
um intravenously and hypodermically and 
promptly recovered. The authors are not prepar- 
ed to state positively what caused these new-born 
infants to go into this hyperirritable state, but it 
is of interest to note that all three vomited pro- 
fusely and in a projectile manner and had high 
fever and marked abdominal distention. This 
would allow one to suggest that the tetany may 
have been gastric in origin, secondary to the 
vomiting. Unfortunately, chemical studies were 
not made to substantiate this. The authors do 
not maintain that these are cases of infantile 
tetany but they do believe that, in spite of being 
newly born, the children were suffering from 
manifest tetany. In favor of this they again cite 
the following the presence of positive Chvostek’s 
sign; presence of positive carpopedal spasm; pres- 
ence of hoarse cry and crow; presence of convul- 
sions; presence in two cases of dysphagia, which 
in one was definitely shown to be due to cardio- 
spasm; finally, the amazingly prompt cure by the 
intravenous administration of calcium. 





AUTOTRANSFUSION 


A. Lincoln Brown and Martin Warren Deben- 
ham, San Francisco (Journal A. M. A., April 11, 
1931), state that the technic of autotransfusion 
of blood from the pleural cavity is fundamental- 
ly simple. A combination of almost any method 
of thoracic aspiration and simple intravenous in- 
fusion of the collected material will suffice. They 
have directly adopted an apparatus which had 
previously been reported by one of them as “A 
Closed Method for the Transfusion of Citrated 
Blood.” As one is dealing with a blood fuild 
which no longer tends to clot, the citrate is un- 
necessary, but the apparatus itself furnishes a 
closed system for obtaining the fluid, preserving 
it for any desired period, and finally reinfusing 
it into the patient’s venous system at any desired 
rate, without transferring it to another container. 
This method suffices for the actual collection, 
maintenance and infusion of the material obtain- 
ed from the thorax, but this does not complete the 
procedure. The authors firmly believe that the 
withdrawal of blood from the thoracic cavity 
should always be augmented by observation of 
and probable maintenance or increase of the in- 
trapleural pressure relationships existing at the 
moment. This is best accomplished by having a 
pneumothorax apparatus simultaneously connect- 
ed with the thoracic cavity. This allows not only 
for pressure determinations but also for replace- 
ment by air or oxygen so that any desired intra- 
pleural pressure may be maintained. The im- 
portance of this replacement therapy in the pre- 
vention of future hemorrhage, respiratory em- 
barrassment and adhesions is stressed. 





DIGESTIVE DISORDERS DUE TO 
LESIONS OF THE STOMACH 
AND DUODENUM 


ARTHUR W. WHITE, A.M., M.D., F.A.C.P. 
OKLAHOMA CITY 


Any one who has been sufficiently in- 
terested in the so-called “digestive dis- 
turbances” to delve below the surface 
would naturally hesitate to attempt to dis- 
cuss this subject—especially in a short 
paper, even as a sailor dreads sailing into 
the Sargosso sea. For as one gets into it 
he is held by an intangible mass and is 
blocked by contradictory evidence in every 
direction. 


The subject presupposes a hard and 
fast dividing line between “symptoms sug- 
gesting digestive disturbances, due to con- 
ditions arising in the stomach and du- 
odenum,” and “those arising from condi- 
tions elsewhere in the body.” 


There are definite pathological states in 
the stomach and duodenum which are con- 
sidered primary as; carcinoma, ulcer, in- 
flammations, conditions arising from con- 
genital anomalies, etc..—but the original 
source of even these primary conditions is 
a question for argument, e. g., carcinoma 
may be metastatic or on the other hand 
may be brought about by some extrinsic 
or formative stimulus arising from with- 
out the stomach. The ultimate cause of 
ulcer is still more or less a mooted ques- 
tion. Is it of bacterial origin from a focus 
of infection or is it purely physiological 
and if so, is this disturbance of extragas- 
tric origin? 

The units of the digestive tract are so 
closely allied that any disturbance in one 
portion is very likely to react on any other 
portion. This is particularly true regard- 
ing the stomach and is, we are discover- 
ing more and more, of the duodenum 
as well. Then, too, there are certain 
functional disturbances or perverted phy- 
siologic states of these organs which from 
our present day knowledge must be con- 
sidered of local origin; and these condi- 
tions produce as definite syndromes as do 
the proven pathologic conditions and they 
destroy efficiency of the individual just 
as surely. 


In point of observation it has become 
quite obvious that certain organic condi- 
tions may be and often are preceded and 
probably produced by abnormal physio- 
logic conditions. 


However as repeated emphasis of es- 
sential points in differentiation and stud- 
ies in classification are always valuable, 
even a brief discussion of this question 
may be of sufficient importance to war- 
rant discussion. 


Complaints by patients, referable to the 
stomach, comprise a large part of every 
physician’s practice. To determine what 
these symptoms mean is the task. 


The question to be answered first—do 
these symptoms arise from a gastric or a 
duodenal condition or from some other 
part of the body and simply radioed to the 
stomach—and if from the stomach itself 
what is the type, at least in general, of the 
trouble. Hence, a wide clinical experience 
and general knowledge of medicine is a 
primary essential, 


The two most striking symptoms of 
gastric and duodenal diseases—pain and 
vomiting—may be just as characteristic 
of extragastric trouble, as for example: 
angina pectoris, acute appendicitis, ura- 
emia, pregnancy, tabes dorsalis. In fact 
vomiting is less a characteristic symptom 
in stomach lesions than in the majority of 
the diseases just mentioned, while it is a 
much more common symptom in duodenal 
disease. To differentiate then the char- 
acter of the onset, the time, location, 
character, duration, and recurrence of the 
pain must be determined; likewise of the 
vomiting, and if both are present the re- 
lation of the pain to the vomiting, so that 
an accurate detailed history of the case 
from its incipiency is essential. Pain or 
discomfort in the region of the stomach 
is at once the more complicating and im- 
portant in reference to stomach disease 
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than in reference to disease of any other 
organ. 


Every disease has its particular ar- 
rangement of symptoms, even though the 
symptoms be the same; e. g., in appendi- 
citis the pain appears first, is sudden in 
the upper abdomen, without reference to 
intake of food, followed by nausea and 
vomiting after which the pain changes its 
location to the lower right quadrant. In 
peptic ulcer the pain, except in the rarely 
acute cases, appears one to three hours 
after the ingestion of a meal, it is mild at 
first and disappears when something is 
taken into the stomach to recur in one to 
three hours. This pain is burning or bor- 
ing in character and is not accompanied 
by vomiting except when induced for re- 
lief of pain. On the other hand chronic 
anhydric gastritis is accompanied by a 
sense of weight or heaviness in the epigas- 
trium with a “full feeling” immediately 
after eating and relieved on emptying the 
stomach. Of the two conditions just re- 
ferred to we notice a definite relation to 
the intake of food, but with definite con- 
trary reactions. A study of these two 
types reveals likewise a diametrically op- 
posite chemical state in the stomach. In 
the ulcer type of trouble there is found a 
positive increase in the activating and 
digestive agent in the gastric juice; name- 
ly the hydrochloric acid and pepsin— 
while in the other an absence or very low 
hydrochloric acid content with a corre- 
sponding lowering of the pepsinogen se- 
cretion and a definite increase in the or- 
ganic acids is the rule. Furthermore it 
is found in studying the symptoms associ- 
ated with functional derangement of the 
stomach, a similar result; i. e., in those 
with an increased digestive secretion the 
ulcer type of pain, sometimes referred to 
as chemical distress occurs, while in those 
cases in which there is an absence of or 
very low secretion of the more important 
digestive elements, the distress, with 
bloating and often nausea, appears 
promptly after the ingestion of food. 


Then for the foundation for a diagno- 
isis or for a temporary basis, all gastric 
cases may be divided into two general 
types; the achlorhydric and hyperchlor- 
hydric types, as the symptoms and many 
of the findings in gastric disease are the 
result of disturbed sensation of the term- 
inal nerve endings in the gastric mucosa 
and based largely on the physiological 
state with or without an associated patho- 
logy. This must be considered as a gen- 


eral statement as there are a few striking 
exceptions. 


Assuming that we are able to readily 
determine the digestive disturbances com- 
plained of as gastro-duodenal in origin 
and not merely barometric evidence due 
to disease elsewhere in the body, we are 
able to classify roughly the trouble as be- 
ing one of two types—that due to an irri- 
tation from an increased functional activ- 
ity of the glands of digestive secretion 
and that in which a deficiency occurs—for 
probably no where does pathology play as 
small a part in producing symptoms and 
physiology play as large a part as in the 
stomach and duodenum. For example, in 
peptic ulcer regardless of the location of 
the lesion, whether at the pylorus or on 
the gastric or duodenal side of the pylor- 
us, the outstanding early symptom is dis- 
tress in the epigastrium appearing at a 
distance from the meals; i. ¢., at a time 
when the food has ceased to act as a buf- 
fer against the digestive juices—the neu- 
tralization of the hydrochloric acid or the 
frequent administering of small quantities 
of food, both of which operate to protect 
the gastric walls, relieves the symptoms 
long before sufficient time can have 
elapsed for the correction of the pathology 
present. Likewise in the class of cases 
usually designated as gastritis—when of 
the acid type, the distress appears late, 
following the intake of food, and is temp- 
orarily relieved by alkalies. These cases 
of so-called preulcer gastritis have all of 
the characteristic ulcer evidences except 
the demonstrable defect. Often the defect 
may later be readily demonstrated in un- 
treated cases—thus the physiological or 
chemical state of the stomach may act as 
a direct cause in producing the peptic 
ulcer. On the other hand, in achlorhydric 
gastritis and early carcinoma of the 
stomach the symptoms of distress and the 
disturbances, as vomiting and flatulence, 
occur immediately after eating, usually 
lasting an hour or two—the patient al- 
ways experiencing comfort with an empty 
stomach or relieved by the taking of an 
acid or artificial digestants. 


But obviously since the symptoms are 
so dependent on chemical disturbance the 
diagnosis thus made can be no more than 
tentative. To go further into the case than 
mere grouping, requires an_ intimate 
knowledge of the conditions in the stomach 
made on accurate determination. Then, 
too, other symptoms develop as the disease 
progresses, resulting from the insult to the 
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tissues or by anatomical disturbances pre- 
senting evidences peculiar to each disease 
and often varying in different individuals 
suffering from the same disease. The 
evidences can often only be discovered by 
investigation. 


Probabiy in no class of cases does the 
routine laboratory, when properly used, 
offer as much dependable help to the clini- 
cian as in gastroenterological work, pro- 
vided, however, the findings of the labora- 
tory, including the X-ray, are capably in- 
terpreted and properly correlated with the 
symptoms and physical findings. For in 
spite of its value if a single procedure is 
depended upon, or if the procedures are 
not intelligently interpreted, it is likely to 
prove the most misleading of anything in 
the whole category of diagnostic proced- 
ures. 


In the ulcer type of trouble an hyper- 
chlorhydria, either absolute or relative, 
occurs producing the symptoms of “‘chemi- 
cal distress’’—the condition may progress 
no further and remain simply an hyper- 
chlorhydria with symptoms, to respond 
readily to proper management, or it may 
proceed further reaching the stage in 
which is found a marked irritability of the 
stomach or duodenum or both. If limited 
to the stomach there is very little in the 
way of additional symptoms except gen- 
eral soreness over the epigastrium, con- 
stipation, eructation of sour material af- 
ter eating, and a tendency on the part of 
the patient to note ill effects from the in- 
gestion of acid bearing foods, especially 
raw fruits. If the duodenum is affected— 
the so-called duodenitis—vomiting is a 
common symptom with definite soreness 
under the right costal margin. In some 
of these cases periodic attacks of sharp 
pain occur, located in the right epigas- 
trium and often radiating to the back so 
that this condition sometimes simulates a 
gall-bladder attack. Gastric lavage or even 
a teaspoonful of sodium bicarbonate gives 
relief so that differentiation from _ gall- 
bladder is soon made. 


In the so-called acid gastritis or duo- 
denitis the X-ray is of considerable help, 
particularly the fluoroscope, by the use of 
which may be seen the rapid peristalsis, 
heavy rugae, a very irregular or wavy 
outline of the stomach. The duodenum 
shows a much more sharply defined out- 
line than in normal cases with rather 
marked duodenal spasm and tendency to 
take on a stringy appearance. 


In the true ulcer case the epigastric dis- 
tress early becomes continuous, interrupt- 
ed only by taking small quantities of food 
or alkalies, the patient becomes nervous, 
a fear of food often appears, constipation 
becomes marked, sleep is disturbed 


especially during the latter part of the 
night, brought about by the gastric reten- 
tion. Early in the course of the disease 
the patient gains weight but later shows 
a progressive loss of weight. 


The gastric studies show a definite 
hyperchlorhydria with general hyperse- 
cretion and food retention. Fluoroscopic 
examination reveals deep waves with 
pylorospasm. A defect indicating the lo- 
cation of the ulcer can usually be seen with 
a heave spasm on the greater curvature 
opposite the defect. The duodenal cap 
rarely fills well whether the defect is lo- 
cated in the stomach or duodenum. 


In the achlorhydric group three out- 
standing conditions are met: anhydric 
gastritis, carcomp,a. and stenosing peri- 
duodenitis. 


Gastritis in this group is frequently as- 
sociated with a pronounced ptosis and 
dilatation of the stomach, the patient com- 
plains of weakness, belching, foul breath, 
loss of appetite, and a sense of discom- 
fort with flatulence immediately after 
eating. In the cases associated with ptosis 
a severe anemia is often found. Gastric 
studies show an absence of hydrochloric 
acid with a low acidity and in the early 
period, a rapid emptying of the stomach. 
Later and especially if associated with 
ptosis, retention of food with much evi- 
dence of fermentation is found, due to a 
pronounced atony and weakness of the 
musculature. 


One hesitates to touch upon the question 
of carcinoma in a sentence, important as 
it is, as there are no crucial symptoms of 
carcinoma of the stomach early; i. e., at a 
time when something curative may be 
done. The symptoms may simulate those 
of any of the previous mentioned diseases. 
However, one characteristic should be 
mentioned as being of considerable value; 
i. e., an absence of hydrochloric acid with 
a high total acidity, and further if the 
growth, tho small, is located near the 
pylorus and food is abnormally retained, 
which is contrary to the rule in all other 
diseases of like conditions of gastric se- 
cretions. 


The partial obstructing types of duo- 
denal conditions produce a wide range of 
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symptoms—probably the most protean in 
their presentation of all gastro-duodenal 
troubles, except possibly those of syphilis. 
This condition of partial stenosis is pro- 
duced by periduodenal adhesions which 
may follow a gall-bladder disease. They 
may arise from an unknown cause or may 
be congenital and consequently may com- 
press the duodenum, thereby narrowing 
the lumen at any point from the pylorus 
to the jejunum, resulting in partial ob- 
struction. Hence, an increased activity of 
muscles of the duodenum in an endeavor 
to maintain a normal motor function, with 
the result that the symptoms produced 
may simulate disease of the stomach, 
pylorus, gall-bladder, or pancreas. Conse- 
quently the symptoms are of little help in 
a direct way in recognizing the trouble 
and it is only by exclusion often that it 
may be diagnosed. An achlorhydria is the 
rule if retention in the first portion of the 
duodenum or in the stomach occurs. The 
X-ray, particularly the fluoroscope, is of 
the greatest advantage in an effort to ob- 
tain direct evidence. The violent contrac- 
tions, the reverse peristalsis with dilata- 
tion of the portion of the duodenum just 
proximal to the point of interference, can 
readily be seen and comprise the crucial 
diagnostic evidence. 


It is interesting to note that duodenal 
ulcer, as pointed out by Sloan, often ac- 
companies or is produced by adhesions in 
a particular location; i. e., at the duodeno- 
jejunal junction. After the release of the 
obstruction a change in gastric secretions 
is promptly noted, i. e., while a very low 
secretion or absence of hydrochloric acid 
exists before operation, a hyperchlorhy- 
dria promptly appears and_ requires 
treatment for the characteristic accom- 
panying symptoms. 


Thus it is evident that, by bearing in 
mind that in the majority of cases the 
symptoms are based on the chemical state 
of the stomach, it is possible to determine 
in a general way the type of trouble for 
the purpose of temporary or emergency 
treatment. But it seems quite plain too, 
that the changes in the stomach vary so 
greatly with different diseases that only 
by obtaining complete knowledge as te the 
exact character of the changes can a final 
diagnosis be made. Further, it should be 
borne in mind that in two diseases name- 
ly, carcinoma and syphilis, the symptoms 
and the motor response, in their relation 
to the secretions, are against the rule. This 
fact in itself is of great diagnostic im- 


portance. Hence, no final conclusions as 
to any fixed gastro or duodenal condition 
is entitled to be made without a complete 
study of the case and a careful correla- 
tion of all of the findings, both clinical 
and technical having been completed. 


ra’ 
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EPILEPTIFORM SEIZURES OF JACKSONIAN 
CHARACTER: ANALYSIS OF ONE 
HUNDRED AND THIRTY CASES 


E. F. Fincher, Jr., and Charles E. Dowman, 
Atlanta, Ga. (Journal A. M. A., Nov 7, 1931), 
analyze one hundred and thirty cases presenting 
localized convulsive attacks either motor or sen- 
sory in character. In regard to the underlying 
etiologic factors, the cases fall into the following 
groups: (1) brain tumor, 24.6 per cent; (2) 
trauma occurring after birth, 20 per cent; (3) 
birth trauma, 14.6 per cent; (4) postinfection, 10.7 
per cent; (5) cerebral atrophy of undetermined 
cause, 5.2 per cent; (6) syphilis, 5.3 per cent; (7) 
palsies of childhood of undetermined etiology, 3.8 
per cent; (8) arteriosclerosis, 3 per cent; (9) 
miscellaneous causes, 3.8 per cent; (10) unde- 
termined etiology, 8.4 per cent. There were nine- 
ty-one males and thirty-nine females in the group. 
In sixty-nine of the cases exploratory craniotomy 
was advised, and in sixty-two it was performed. 
The treatment in the cases in which operation 
was performed consisted, in general, of the re- 
moval of tumors, the excision of cortical cicatrix, 
and the destruction of the so-called epileptic zone 
if no gross lesion was demonstrated. The results 
in the cases in which operation was performed 
seem to support the opinion that exploratory 
craniotomy is a justifiable procedure in all cases 
presenting localized epileptiform seizures in which 
the possibility of uncovering a removable lesion 
or destroying a demonstrable epileptic zone exists. 








O 


HYPERTENSION: VALUE OF CALCIUM 
SALTS PLUS DIET IN ITS 
MANAGEMENT 


N. S. Davis, III, Chicago (Journal A. M. A., 
Oct. 31, 1931), has found that calcium lactate, 8 
Gm. in water half an hour before meals, plus a 
low salt, low maintenance protein diet, with most 
of the protein from milk, moderate in _ total 
amount but adequate in all respects, causes con- 
siderable subjective improvement in patients with 
hypertension but objectively it is of little value. 
It seems that hypertension, like fever, may be 
intermittent, remittent, continuous or pernicious. 
It seems that, like fever, hypertension may be a 
symptom of several diseases or pathologic con- 
ditions for which there may be various causes. 
It seems that just as physicians formerly sought 
antipyretics to lower fever without considering 
the disease of which it was a symptom, they are 
now seeking depressor substances to lower the 
blood pressure instead of concentrating on the 
description of the diseases of which hypertension 
is a symptom and their differentiation. The au- 
thor emphasizes two points: 1. No cure for hyper- 
tension will be found until physicians are able to 
recognize the conditions of which it is a symptom. 
2. The value of any therapeutic agent in the 
treatment of hypertension cannot be determined 
in a few days or weeks but only after months or 
years of trial. 
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EDITORIAL 
THE OKLAHOMA INCOME TAX 





Oklahoma physicians generally under- 
stand the terms of the Federal income 
tax, but it is doubtful if many of them 
understand that the last Legislature 
passed an act very much lowering the 
original income tax. This may be found 
in the Session Laws of Oklahoma, 1931, 
page}236, chapter 66, article7. However, 
it is advised, where there is any question 
in the physician’s mind, that he consult 
some tax attorney or other informed 
person as to his return. 


The law requires that the following 


individuals each make, under oath, a re- 
turn stating specifically the items of their 
gross income and the deductions and 
credits allowed under this act. 

(1) Each individual having a net income 


of $750.00 or over, if single, or if married 
and not living with husband or wife. 


(2) Each individual having a net income 
for the taxable year, of $1500.00 or over, 
if rs and living with husband or 
wife; 


(3) Each individual having a gross in- 
come for the taxable year, of $2500.00 or 
over, regardless of the amount of his net 
income. 


Certain returns from insurance, the 
value of property acquired by gift or be- 

uest, interest upon the obligations of 
the United States; salaries, wages and 
other compensations received from the 
United States, by officials or employees 
thereof, etc.; amount received through 
accident, disability or health insurance 
or under Workmen’s Compensation 
Acts, dividends received from stock in 
any corporation, are exempt from the 
tax. $750.00 is exempt in the case of a 
single or individual taxpayer and $1500.00 
in the case of a husband and wife. 


This is of extreme importance to every 
physician, in the State, for some form of 
return must be made as a penalty of 
$10.00 per day may be assessed for fail- 
ure to make the return. 





——() - 


“TIT FOR TAT,” THE LAW AND 
MEDICINE 


For a long time the writer has thought 
that occasionally, say once a year, the legal 
and medical profession should have a “get 
together” meeting in order to clarify the 
various angles upon which physicians and 
lawyers act. Perhaps the most misunder- 
stood of all things, affecting these great 
professions jointly, is the impossible and 
misunderstood (by the laity) situation in 
which the doctor is found when testifying 
as an expert. It would seem impossible 
that often a number of perfectly honest 
physicians, known in the communities as 
men of unquestioned integrity, are found 
evenly divided and offering their opinions 
exactly contrary to each other in the case 
before them. There is nothing puzzling 
about it to the intelligent and informed 
who understand that practically all the 
questions asked are hypothetical, but each 
side basing its questions on diverse theo- 
ries. In fact the favorite beginning of 
nearly all those questions is “Now doctor, 
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assuming the following incidents, actions 
or findings, to have occurred, what would 
you say as to the cause or what are your 
conclusions?” Of course theoretically, the 
attorney has built up a question, based up- 
on what he has been told, or upon a theory 
only favorable to his side of the question. 
Promptly the opposition asks its physician 
a question based upon entirely different 
theories, and of course, favorable to their 
client. He has not been employed to ask 
questions which might jeopardize his 
client’s chances and the physician must 
answer the question as framed regardless 
of his opinion. These situations have 
brought much unjust criticism upon the 
profession of medicine; strangely enough 
they do not so affect the legal fraternity, 
notwithstanding the fact that approxi- 
mately one-half of them are by the very 
reason of the situation always wrong or 
at least not sustained by jury of court. 
They blandly reply when twitted upon the 
unsatisfactory results that “the witness 
did not testify as he had talked about the 
case,” or the theory upon which they rest- 
ed was not sustained by the evidence 
which has been promised them. As to the 
rest, some doctor or doctors in that com- 
munity come in for very unfair criticism. 
An occasional “face to face” discussion 
might prevent some of these injustices. 
Some of our judges are palpably unfair 
to and prejudiced against the testifying 
physician—sometimes the judge belongs 
to Christian Science or other cultist fields 
of medicine ?—naturally the doctor in that 
court is liable to have unjust interpreta- 
tions placed upon his evidence. Occasion- 
ally a trial judge is seen who makes the 
blundering attempt to shape a physician’s 
testimony along the “medical” lines the 
Judge thinks correct and entirely differ- 
ent from the facts as the physician sees 
them. Occasionally the writer has felt 
like suggesting to “His Honor,” “Now you 
just stick to the law, credit for which I 
give you as knowing, but please allow me 
to tell mv medical facts as I honestly see 
them.” However, the writer has also 
heard of the workings of the process of 
contempt of Court, so the thing was left 
unsaid, a wise, precaution, it is believed. 
We give the legal profession mostly credit 
for possessing the fullest integrity, some- 
times a high degree of intelligence, never- 
theless we should get together and acquire 
that strange mixture, a slight knowledge 
of the law, as well as a little of medicine. 


“Shoemaker stick to your last.” 
—Pliny the Elder. 


A PROPER LAMBASTING IN PART 


Considering a Review of Findings of the 
Committee on Medical care, White House 
Conference, February, 1931, Dr. Osgood’ 
presents some very interesting facts, 
which lead to reflections, diagnosis, treat- 
ment, nursing and allied necessities in the 
proper care of medical cases. ‘““Many wide 
gaps have been discovered to exist in an 
ideally protective chain,” or at least one 
supposed to be ideal! In fact in some re- 
spects Dr. Osgood’s report is a proper 
lambasting of some practices and actions 
of the medical profession, applicable to 
Oklahoma, as well as the Eastern states. 
Salient points are these: 


“Education of child health agencies’; 
“The most importance to the physician of 
thorough practical training in the prob- 
lems he must face, especially those con- 
nected with the promotion of health and 
the prevention of disease has not been 
generally recognized in the Medial 
School”; Pediatrics has become a major 
department of medicine, a specialty, if you 
will, but so necessary, the general practi- 
tioner and so inclusive that it must be rec- 
ognized by general medicine and general 
surgery and all other specialties as the 
basic foundation upon which any lasting 
and livable structure of medical educations 
must be built”; “The Pediatric curricula 
of our Medical Schools need careful, 
thorough study and reorganization if the 
physician is to continue to keep his place 
in the field of medical care for children.” 

The supply of nurses specializing in 
pediatrics is so meager as to be almost 
negligible while as to social service “Great 
as is the harvest, well-trained workers are 
few”—and the same probably applies to 
dietitions. As to physicians and nurses, 
the survey revealed, what we have long 
understood to exist, an over supply in 
some localities and an under supply in 
others. In spite of recent enormous growth 
in the number of public and private 
hospitals. and a seemingly adequate num- 
ber of children’s beds, there is probably 
inadequate provision as to special wards 
and a special pediatric staff. This is most 
true, of many of the general hospitals. 
Provisions for convalescent care is ne- 
glected. The situation as to physicians and 
psychological cases in children, is found, 
in the main, unsatisfactory. Severe criti- 
cism is made of nursing and nursing edu- 
cation. Noting that good nurses are al- 
most as essential to the health and well- 











being of the children of the United States 
as are physicians; on the grounds that 
they are essential in private, institutional 
and public health work, that they may 
make or mar the architectural plans of the 
expert, nevertheless there is a dissatis- 
faction over the fact that there is an over- 
supply of poorly prepared nurses and an 
undersupply of well prepared nurses. It 
is pointed out that the real weakness of 
the schools of nursing is due to the fact 
that they are proprietary schools, that 
with few exceptions they are owned by the 
hospitals, institutions which do not exist 
for the primary purpose of education. The 
committee feels that the education of 
nurses is as much a public responsibility 
as the education of physicians, school 
teachers, etc. The inadequacy of public 
health nursing is apparent when it is 
pointed out that 1500 counties in the 
United States make no provision for any 
public health nursing whatever. 


The report in entirety should be read by 
all physicians and nurses. 


1. New England Journal of Medicine, page 1241 
December, 1931, Robert B, Osgood, M.D. 


ray 


DANGERS OF THE PRESENT 
ECONOMIC SITUATION 








Many Oklahoma physicians are able 
personally to recall, panics and periods of 
depression in the past; they will all recall 
that sooner or later, the conditions im- 
proved, wages and salaries, both those of 
the working and the professional man, re- 
turned to normal, in a few months or a 
few years, and nothing was thought much 
of the matter. But, our present situation 
seems to be about the same plight of the 
medical worker the world over. In all 
countries there is either a sharp decline 
or total loss of income. The condition is 
looked upon by many men, with the most 
possible of pessimistic attitudes. The Ohio 
State Journal, naturally reflecting a 
rather large section in which men are out 
of employment due to closing of great 
manufacturing centers, regards the situ- 
ation as world wide, serious and having 
great possibilities, in its potentialities for 
ending in very serious economic results. 
The first to feel the pinch of injury due 
to the unusual lack of circulating media, 
the loss of value of both manufactured as 
well as agricultural products, are the poor 
who, even in prosperous areas are often on 
the brink of suffering. Among the prob- 
able several million men and women either 
wholly out of employment or fortunate 
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enough to be employed at reduced wages 
or part time work, it is a sad and irritat- 
ing commentary that many of these act- 
ually evade labor, if offered them, depend- 
ing upon the already overworked civic 
organizations’ hastily organized, and with 
poor financial equipment to protect, as 
best as they are able, those suffering, and 
with no sort of employment in view, at 
least for many months. It is the opinion 
of The Ohio Journal that charlatinism, 
quackery and their ilk, prey upon the de- 
serving poor, extracting from them every 
possible cent. The regular medical pro- 
fession, nursing services, hospitals, and 
great clinics of the country will be found 
working harder than ever, and regardless 
of ability to pay, caring as far as possible 
for the unfortunate. 

Without reference to causes of the situ- 
ation, whether partially due to interna- 
tional “jockeying”’ or to a simultaneous 
crash of confidence, the world over, we 
have the situation to meet, we will meet 
it, and, in the end everything will return 
to normal, as it has always done, as far 
back as the written history of the past 
records. There is no doubt that an undue 
lack of confidence has more to do with the 
matter than any other element. National 
movements in the form of exhorbitant 
tariffs, which absolutely lock the doors to 
progress out of the difficulties have much 
to do with it, but it is difficult for the 
average citizen to visualize the cause and 
effects of such things, so, we find him 
siezed with a sudden fear, prohibiting his 
making any sort of investment or engag- 
ing in business, which would help relieve 
the situation. Banks hold billions of dol- 
lars, but they are entirely out of reach of 
the man of moderate means. He hears 
that the secretary of the treasury of- 
fers loans of millions of dollars, obtains 
the money over night at a ridiculously low 
rate of interest, but it is inaccessable to 
him for a short time of tiding over, or for 
execution of some project which would 
give the needy employment. The result is 
almost absolute business stasis. The ordi- 
narily good business man actually fears to 
borrow money, if he can, and at any rate 
of interest; likewise he fears to lend his 
savings except to the Government itself. 
These things make the situation bad but 
they cannot and will not continue. Busi- 
ness activity has always returned to its 
proper basis. In the meantime it is the 
proud duty of the medical profession to 
care for the helpless. Most men are es- 
sentially honest and will not forget those 
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who befriend them in their hour of diffi- 
culty. We cannot believe that there is 
latent bolshevism or anarchy in the United 
States, on the contrary we believe that 
every worthwhile man will really carry 
on his work to the best of his ability and 
that in the end the reaction will result in 
a reversal.of the order of things, and in 
the end all will be well. The physician 
will carry his load, render aid to those 
who are needy, and continue to fulfill his 
proud function as he has always done in 
the past. Personal satisfaction and pride 
in his achievement as well as material re- 
ward is his due, and that will eventually 
come to him by reason of his sacrifice in 
time of need. 


ray 


SECTION CHAIRMEN ANNUAL 
SESSION 





Surgicat Section: Chairman, Dr. Fred 
S. Watson, 401 Commerce Bldg., Okmul- 
gee, Oklahoma. 

Secretary, Dr. W. G. Husband, Hollis, 
Oklahoma. 

Eye, Ear, Nose and Throat: Chairman, 
Dr. A. L. Guthrie, Medical Arts Bldg., 
Oklahoma City, Okla. 

Secretary, Dr. J. F. Gorrell, Medical 
Arts Bldg., Tulsa, Okla. 

General Medicine: Chairman, Dr. Henry 
H. Turner, 1200 North Walker, Oklahoma 
City, Okla. 

Secretary, Dr. Fred H. Dorwart, Barnes 
Bldg., Muskogee, Okla. 

Dermatology and Radiology: Chairman, 
Dr. Charles J. Wood, Medical Arts Bldg., 
Tulsa, Okla. 

Secretary, Dr. Carl L. Brundage, Medi- 
cal Arts Bldg., Oklahoma City, Okla. 

Pediatrics: Chairman, Dr. C. E. Brad- 
ley, Medical Arts Bldg., Tulsa, Okla. 

Secretary, Dr. Geo. H. Garrison, 1200 
North Walker, Oklahoma City, Okla. 


L. 


TULSA COUNTY COMMITTEES 





Doctor W. J. Trainor, Tulsa, Chairman 
of the Committee on Arrangements on be- 
half of the Tulsa County Society, an- 
nounces the following Committees to hand- 
le the work of the annual meeting, at Tul- 
sa, May 24, 25, 26, 1932: 

General Chairman. W. J. Trainor, 1011 
Medical Arts Bldg., Tulsa, Okla. 


Registrations. C. C. Hoke, Petroleum 
Building, Tulsa. 


Finance. W. Albert Cook, 1107 Medical 
Arts Bldg., Tulsa. 

Entertainment. W. A. Showman, 409 
Medical Arts Bldg., Tulsa. 

Hotels. James Stevenson, 615 Medical 
Arts Bldg., Tulsa. 

Golf. Charles J. Wood, 511 Medical 
Arts Bldg., Tulsa. 

Ladies’ Entertainment. Women’s Aux- 
iliary of The Tulsa County Medical So- 
ciety, Tulsa. 

Reserve Officers. Paul R. Brown, 517 
Medical Arts Bldg., Tulsa. 

Scientific Exhibit. Morris B. Lhevine, 
1007 Medical Arts Bldg., Tulsa. 

Fraternal Dinner. Ralph A. McGill, 
1010 Medical Arts Bldg., Tulsa. 

Badges. J. C. Brodgen, Mayo Bldg., 
Tulsa. 





4. 
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Editorial Notes — Personal and General 


MURRAY COUNTY MEDICAL SOCIETY 
elected Doctor O. W. Sprouse, president; Doctor 
P. V. Annadown, secretary-treasurer, both of 
Sulphur, for 1932. 





GREER COUNTY MEDICAL SOCIETY met 
January 19th, 1932, and elected the following of- 
ficers Doctors, G. P. Cherry, president; J. B. 
Hollis, secretary, both of Mangum. 


DR. E. H. COACHMAN, Muskogee, has been 
appointed Health Officer for Muskogee County, 
succeeding Dr. Gene S. Atkinson, who has gone to 
Longview, Texas, to accept a similar position. 


NOBLE COUNTY MEDICAL SOCIETY elect- 
ed the following officers for 1932: Doctors, B. A. 
Owen, Perry, president (re-elected); D. F. Cold- 
iron, vice-president; J. W. Francis, Perry, secre- 
tary-treasurer. 


TULSA COUNTY MEDICAL SOCIETY elect- 
ed the following officers for 1932: President, 
Doctor C. J. Woods; Vice-President, Doctor N. R. 
Smith; Secretary-Treasurer, Doctor Carl F. Simp- 
son, all of Tulsa. 


PONTOTOC COUNTY MEDICAL SOCIETY 
elected the following officers for 1932: Doctors, 
O. H. Miller, president; C. F. Needham, vice-presi- 
dent; Alfred R. Sugg, secretary-treasurer; E. A. 
Canada, censor; all of Ada. 


McCLAIN COUNTY MEDICAL SOCIETY 
elected the following officers for 1932: Doctors, 
I. N. Kolb, Blanchard, president; W. C. McCurdy, 
Purcell, vice-president; O. O. Dawson, Wayne, 
secretary-treasurer; B. W. Slover, Blanchard, 
delegate. 

CLEVELAND COUNTY MEDICAL SOCIETY 
elected the following officers for 1932: Doctors, 
B. H. Cooley, president; William A. Meyers, vice- 




















president; D. G. Willard, secretary-treasurer; H. 
B. Knisely, censor; C. S. Bobo, and D. G. Willard, 
delegates. 





OKMULGEE COUNTY MEDICAL SOCIETY 
elected the following officers for 1932: Doctors, 
T. C. Carloss, Morris, president; G. A. Kilpatrick, 
Henryetta, vice-president; M. B. Gilsmann, Ok- 
mulgee, secretary-treasurer; N. N. Simpson, 
Henryetta, censor. 


CREEK COUNTY MEDICAL SOCIETY met at 
Sapulpa, December, 1931, and elected the follow- 
ing officers: Doctors, J. M. Wells, Bristow, presi- 
dent; W. J. Neale, Drumright, vice-president; E. 
W. King, Bristow, secretary-treasurer; Chas. T. 
Schrader, Bristow, censor; Longmire, 
Sapulpa, and W. O. Starr, Drumright, delegates. 


KIOWA COUNTY MEDICAL SOCIETY elect- 
ed the following officers for 1932 at their regular 
meeting in January: Doctors, J. D. Winter, Ho- 
bart, president: C. R. Preston, Mountain Park, 
vice-president; B. H. Watkins, Hobart, secretary- 
treasurer; J. A. Land, J. L. Adams, Hobart, cen- 
sors; H. C. Lloyd, Hobart, delegate. 





THE AMERICAN BOARD for Ophthalmic Ex- 
aminations will hold an examination in New 
Orleans on Monday, May 9th, 1932, at the time of 
the meeting of the American Medical Assocaition. 
Necessary applications should be filed with Dr. 
William H. Wilder, 122 South Michigan Avenue, 
Chicago, at least sixty days before the meeting. 





PAYNE COUNTY MEDICAL SOCIETY, met 
at Stillwater in December and elected the follow- 
ing officers for 1932: Doctors, W. B. Hudson, 
Yale, president; T. A. Love, Cushing, vice-presi- 
rent; Catherine Beregrun, Stillwater, secretary- 
treasurer. Doctors D. D. Paulus and Ben Nich- 
olson, Oklahoma City, were the principal speak- 
ers of the evennig. 


CADDO COUNTY MEDICAL SOCIETY elect- 
ed the following officers at their meeting, De- 
cember 16, 1931: Doctors, Wade H. Van, Cement, 
president; Charles R. Hume, Anadarko, vice- 
president; P. H. Anderson, Anadarko, secretary- 
treasurer; R. W. Williams, Anadarko, member 
board of censors; J. H. Cantrell, Carnegie, dele- 
gate to annual meeting. 





WASHINGTON COUNTY MEDICAL S0O- 
CIETY elected the following officers for 1932: 
Doctors J. P. Vansant, Dewey, president; S. G. 
Weber, Bartlesville, vice-president; J. V. Athey, 
Bartlesville, secretary; E. E. Beechwood, Bartles- 
ville, treasurer; Drs. H. G. Crawford and J. V. 
Athey, delegates; Drs. G. V. Dorsheimer, Dewey; 
J. G. Smith, Bartlesville, alternates. 





LINCOLN COUNTY MEDICAL SOCIETY 
elected the following officers for 1932, at their 
December, 1931 meeting: Doctors A. M. Marshall, 
Chandler, president; F. C. Brown, Sparks, vice- 
president; J. M. Hancock, Chandler, secretary- 
treasurer; U. E. Nickell, Davenport; E. F. Hurl- 
burt, Meeker; H. B. Jenkins, Tryon; Board of 
censors; W. D. Baird, Stroud, delegate. 
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KAY COUNTY MEDICAL SOCIETY met in 
January and elected the following officers for 
1932: Doctors, R. B. Gibson, Ponca City, presi- 
dent; L. H. Becker, Blackwell, vice-president; L. 
G. Neal, Ponca City, secretary-treasurer; Dewey 
Mathews, Tonkawa, censor. It is the plan of this 
Society to use papers and discussions from their 
society, with general discussion by all present. 





JACKSON COUNTY MEDICAL SOCIETY 
met at Altus in December, and the following 
officers were installed: Docters E. A. Crow, 
Olustee, was re-elected president; Jesse Bird, 
Eldorado, vice-president; E. W. Mabry, Altus, re- 
elected secretary-treasurer; J. B. Hix, Altus, 
delegate; W. T. Ray, Gould, alternate; R. F. 
Brown, J. R. Reid, W. P. Rudell, Altus, censors. 






THE OKLAHOMA COUNTY MEDICAL SO- 
CIETY held its annual inaugural banquet and 
dance at the Oklahoma Club, January 9. 


Dr. J. M. Alford, the outgoing president, ser- 
ved as toastmaster. Short talks were made by 
Dr. R. M. Anderson, president-elect of the Okla- 
homa State Medical Association; Dr. L. J. Moor- 
man, Dean of the Oklahoma University Medical 
School, and president of the Southern Medical 
Association; and Dr. J. A. Hatchett, president of 
the local association for 1932. 





DOCTOR FRANK H. McGREGOR, Mangum, 
publicity manager for the Post-Graduate Course 
fostered by the State Medical Association and 
the University of Oklahoma Extension Depart- 
ment, reports that the meeting was very success- 
ful. Sixty-two physicians attended the meeting. 
There were also present at Oklahoma City, one 
hundred twenty physicians, sixty students and 
interns, and six nurses; Anadarko, sixty-two 
physicians, four nurses: Woodward, twenty-one 
physicians, ten nurses; Pawhuska, eleven physi- 
cians and seven nurses. 






THE TWENTY-SEVENTH annual meeting of 
the Pottawatomie County Medical Society was 
held in the Aldridge Hotel, Shawnee, on Wednes- 
day, January 13, 1932. A banquet was served to 
about sixty guests. 


Officers for the year 1932 were elected as fol- 
lows: Doctors, Alonzo C. McFarling, president; 
Wm. M. Gallaher, first vice-president; F. Clinton 
Gallaher, secretary-treasurer; David W. Gillick, 
Robert M. Anderson, John H. Scott, censors; T. 
Clayton Sanders, and J. A. Walker, delegates to 


the annual meeting; all of Shawnee. 

Dr. J. M. Byrum, Shawnee, introduced the 
speakers for the evening: Dr. Springer, of the 
Springer Clinic, Tulsa; and Drs. Ruprecht, Mc- 
Keller, Smith and Garrett. Installation of newly 
elected officers was conducted by Dr. J. H. Scott. 
Dr. A. M. Marshall, Chandler, amused the audi- 
ence with his remarks under the subject “Charge 
to the New Officers.” Others who were asked, 
and responded to the request for s hes were: 
Doctors Henry C. Weber, Bartlesville; G. N. Bil- 
by, A. L. Blesh, LeRoy Downing Long, all of 
Oklahoma City. The scientific papers were dis- 
cussed by Drs. Jeter, Douglas and Lain. The So- 
ciety adjourned, but few retired at once from 


the meeting place. 
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OKLAHOMA CITY CLINICAL SOCIETY 


The Oklahoma City Clinical Society held its 
annual meeting last month and elected the fol- 
lowing officers for 1932: 


President, Dr. Ray M. Balyeat; Vice-President, 
Dr. Philip M. MeNeill; Director of Clinics, Dr. 
Henry H. Turner; Secretary, Dr. J. C. MacDonald; 
Treasurer, Dr. Earl D. McBride. 


Executive Committee: Dr. LeRoy Long, Sr., Dr. 
Horace Reed, Dr. Wann Langston, Dr. W. W. 
Rucks, Dr. Carrol M. Pounders, Dr. J. H. Hatch- 
ett, Ex-Officio. 

October 31, November 1, 2, 3, were the dates 
selected for the third fall conference, and the of- 
ficers are putting forth every effort to make this 
the most instructive and entertaining of any 
medical meeting in the Southwest this year. 


Twenty of the outstanding members of the 
medical profession from this country and abroad 
have been invited as distinguished guest lecturers 
of the Society, and several new innovations are 
being planned. 


Questionnaires are being sent out to the as- 
sociate members throughout the Southwest, ask- 
ing for suggestions regarding the conduct of the 
clinics, and it is hoped in this way to obtain defi- 
nite ideas which will increase the value of these 
conferences. A tentative program will be sent 
out within the next few weeks. 





oO 
O 


DR. SIGERIST TO LECTURE 


Dr. Henry E. Sigerist, Professor of the History 
of Medicine and Director of the Institute of the 
History of Medicine of the University of Leipzig, 
will deliver two lectures, under the auspices of 
the University of Oklahoma School of Medicine 
and the Oklahoma County Medical Society, in 
Oklahoma City, February 29th. 


The first lecture will be given at 4:00 o’clock 
in the afternoon at the medical school and is titled 
“Medicine of the Renaissance.” The second lec- 
ture, “Medicine and Humanism,” will be open to 
the public and will be given at the Chamber of 
Commerce at 8:00 P. M. This meeting will be 
preceded by an informal dinner in honor of Dr. 
Sigerist. 

The honored guest is a brilliant student and 
lecturer and perhaps the world’s foremost author- 
ity on medical history, and the medical profes- 
sion of Oklahoma is indeed fortunate in having 
an opportunity to hear him. 

Members of the Oklahoma State Medical As- 
sociation are cordially invited to attend these 
lectures. It is requested that those desiring to 
attend the dinner in honor of Dr. Sigerist make 
their reservations beforehand through Dr. L. J. 
Moorman, Dean of the Medical School and Chair- 
man of the Committee. 


oO 
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ITEMS OF NEWS OF WOMAN’S AUXILIARY 





Mrs. John Z. Mraz, Editor 
Oklahoma City 


Our national president-elect, Mrs. Walter Jack- 
son Freeman, is just home after a stormy voyage 
from Germany with her convalescent son. 


The mid-year meeting of the Board of Direc- 
tors of the Woman’s Auxiliary to the American 
Medical Association was held in Chicago Friday, 
November 13, 1931, at the Pearson Hotel, Mrs. 
Arthur B. McGlothlan, national president, presid- 
ing. 

Twenty-three were in attendance. The reports 
indicated that increased interest in every depart- 
ment is being shown by many of the state and 
county units. 


Tentative plans were outlined for the program 
of the annual convention of the A.M.A. to be held 
in New Orleans, May 9-13, 1932. 


It was decided to allow a two-hour period for 
conferences for those departments desiring same. 


Before Mrs. McGlothlan, our national _presi- 
dent, went to Kentucky in September, she had 
been asked to address, not only the Woman’s 
Auxiliary, but the Kentucky State Medical So- 
ciety as well. Her address, “Public Health Edu- 
cation,” was printed in full in the November 
Kentucky Medical Journal along with the address, 
to the same Association, of the American Medical 
Association President, Dr. E. S. Judd. 


The value of our organization was offficially 
recognized by the Virginia State Medical Society 
when, at it’s annual meeting in October, the 
Auxiliary was asked to report with the regular 
standing committees. 


The Pennsylvania nominating committee adopts 
an admirable plan, in setting forth with the 
names of the nominees, the reason for the choice 
of each nominee, including qualifications for the 
office. 


In regard to programs it may be said there is 
a growing interest in and demand for programs 
dealing with mental hygiene. Dr. Ray Lyman 
Wilbur, secretary of the interior, asserts that 
“the mental health of the nation is it’s greatest 
asset, and mental hygiene is a vital part of pre- 
ventive medicine.” A division of mental hygiene 
is a part of the United States Public Health 
Service. Mental Hygiene was given the most 
important place on the program of the annual 
convention of the Medical Education, Medical 
Licensure and Hospitals (of the American Medi- 
cal Association) in Chicago last February. It is 
receiving the attention of State Medical Associa- 
tions, is an established division of the Health De- 
partment of State and National Congress of 
Parents and Teachers, and in the National Feder- 
ation of Women’s Clubs. It is not unlikely that 
it will become one of the subjects receiving 
special censideration by Auxiliaries in building 
our Educational programs. 


From Oregon comes the following item: 
How Do You Do? 

Some pay their dues when due. 

Some when overdue. 

Some never do. 

How do you do? 


At the Oregon Auxiliary “Stunt Dinner” a 
prize was given for the best auxiliary slogan, 











honors. 





The award went to “Doctors’ Lives need Doctors’ 
Wives.” 





Oklahoma County and Oklahoma City, parti- 
cularly, are proud of two residents who recently 
attended a meeting and came home with the 
Special attetion is called to the fact 
that at the convention of the Southern Medical 
Association at New Orleans in November, Dr. L. 
J. Moorman, Oklahoma City, was elected presi- 
dent-elect of the Southern Medical Society. 


One of our own Auxiliary members, Mrs. Car- 
roll M. Pounders, Oklahoma City, was appointed 
general chairman of press and publicity of the 
Southern Medical Auxiliary. 


Two delegates from Oklahoma County in at- 
tendance at the Southern meeting were Mrs. E. P. 
Allen and Mrs. W. K. West. 
ed with such glowing accounts of all the lovely 
affairs planned for the visitors, it filled us all 
with the desire to attend the national convention 
in May. 





Public 





° 
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Both ladies return- 





in 1872, and graduated from the Toledo 
Medical College in 1897. Soon after com- 
pleting his work in the medical college he 
came to Chickasha and practiced as a phy- 
sician and surgeon until the time of his ill- 
ness. 


He is survived by his widow, three 
daugters, a brother and sister. 

Funeral services were conducted from the 
chapel of the Chickasha Funeral Home, 
January 19th, with the Rev. Clifford B. 
James, pastor of the First Christian Church 
officiating. Burial was in Toledo, Ohio. 


Dr. White was a member of Genoa, Ohio 
lodge, A. F. and A. M., Chickasha Chapter 
Royal Arch Masons, Council No. 4 of the 
Cryptic Masons, DeMolay commandery, 
Knights Templar and the India Shrine 
Temple. 











relations committees of various state 
Auxiliaries are reporting interesting things. Ok- 
lahoma County Auxiliary to date this year has 
made contacts with the following; the local Red 
Cross, Tuberculosis Society, Crippled Children’s 
Hospital, Oklahoma City Nursing Bureau, Good- 
will Center and Parents and Teachers’ 
ations. 


Associ- 





DOCTOR THOMAS F. WOOD 





Dr. T. F. Wood of Sallisaw, Oklahoma, 
died at Sparks Memorial Hospital, Ft Smith, 
Arkansas, on December 21st, 1931, of ure- 
mic poisoning following an operation for 
ruptured duodenal ulcer. He was born in 
lowa, July 10th, 1865. He graduated from 
the Marion-Sims Medical College in 1899. 
After graduating he practiced at Union- 
town, Arkansas for a number of years, com- 
ing to Sallisaw twenty-two years ago. He 
was a physician highly esteemed by the 
profession and laity and enjoyed a large 
and successful practice. 


He served in the Medical Corps of the 
army during the World War, was a 32nd 
degree Mason, was active in church work, 
having served for many years as Sunday 
School Superintendent for the First Chris- 
tian Church of this city. 

His funeral was held at Sallisaw from the 
Christian Church, the services at the 
cemetery being under the auspices of the 
Masonic Order. He is survived by his wife 
and two sons. 






DOCTOR ELMER CLARENCE BYRAM 





Doctor E. C. Byram, Okmulgee, died 
January 23rd after a short illness. Dr. 
Byram came to Okmulgee in 1917 and en- 
gaged in general medical practice. He was 
born May 4, 1882, in Clark, Missouri. He 
attended the University of Missouri, receiv- 
ing his degree of bachelor of science. He 
then entered the postal service as a clerk 
in St. Louis; later deciding to study medi- 
cine, he enrolled as a student in the Barnes 
Medical School, now the University of 
Washington, St. Louis, in 1908. He prac- 
ticed medicine in St. Louis until he moved 
to Okmulgee in 1917. 


Dr. Byram is survived by his widow, 
parents and two sisters. 

Funeral services were held January 25th, 
with burial at Mexico, Missouri. 

















DOCTOR ARTHUR CHARLES WHITE 





Doctor A. C. White, age 62, died at his 
home in Chickasha, January 18th, after a 
lingering illness. 


Dr. White was born at Clayton, Michigan, 








DOCTOR E. N. WRIGHT 





Dr. E. M. Wright, Olney, born April 3rd, 
1858, a physician who served his life time in 
Indian Territory and eastern Oklahoma, and 
who was the son of a very distinguished 
Choctaw family, died Friday night, Janu- 
ary 8th, in University Hospital at Okla- 
homa City. He was born at Mt. Pleasant 
near the old Armstrong Academy east of 
Caddo. He was a son of Rev. Allen Wright, 
who came as a boy with the Choctaws from 
Mississippi, in 1833. The widow and two 
daughters, Miss Muriel Wright and Mrs. 
Guy C. Reed, of Oklahoma City survive. 


Dr. Wright was very prominent in the 
ranks of the Choctaw people, and had held 
several positions of trust, once serving the 
nation as National Agent, once as the dele- 
gate to Washington during the term of 
Governor Green McCurtain and also was a 
member of the Choctaw-Chickasha commis- 
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sion which negotiated with the Dawes com- 
mission on the proposed opening of the 
country. 


Dr. Wright attended Union colloge at 
Schenectady, N. Y., and also graduated 
from the Albany Medical College. He did 
Post-Graduate work at the College of Phy- 
sicians and Surgeons at New York City. He 
was the first president and one of the or- 
ganizers of the Medical Society of Indian 
Territory. 


My first professional contact in Indian 
Territory when I located here in 1905, was 
with Dr. E. N. Wright, and it was a great 
surprise to me to find such a keen, well 
trained mind in an unsettled, wild location 
as was Olney, Indian Territory, at that 
time. Alert to the latest developments in 
medicine, trained in methods of diagnosis, 
thorough, yet conservative in treatment, he 
stood in this new country a tower of 
strength among his professional brethren. 
He not only recommended, but practiced, a 
very high standard of professional ethics, 
and along this line helped to lay the founda- 
tion upon which has been erected in this 
State a structure of professional life second 
to none. 


On Sunday, January 10th, 1932, this great 
man was laid to rest in the family burial 
plot at Boggy Depot, among great men and 
noble women prominent in the early history 
of the Indian Territory who have preceded 
him. The simple ceremony, conducted in 
the presence of the surviving family and a 
few intimate friends, was very impressive. 


We witnessed these last rites always with 
the thought that a great and good man had 
passed, and another member of an _ illus- 
trious family had closed the book of life. 
He has gone to receive a just reward for 
the unselfish service rendered the people of 
this section of Oklahoma, and may God’s 
richest blessings accompany his departing 


spirit. - 
L. S. WILLOUR. 











o- 
oO 


PROPER PLACE OF PHYSICAL THERAPY IN 
TREATMENT OF FRACTURES 








Clay Ray Murray, new York (Journal A. M. A., 
July 25, 1931), is convinced that physical therapy, 
properly used, can be of great value in minimiz- 
ing residual disability and deformity and in cut- 
ting down the period of treatment necessary to 
secure an end-result; he is equally convinced 
that, as generally practiced the country wide to- 
day in fractures, it frequently accomplishes 
neither of these objects but results in increased 
residual disability and prolongs the time needed 
to secure the end-results. The fault lies in a 
generalized failure to realize (1) what treatment 
of fracture is intended to do, (2) what physical 
therapy can and cannot do and (3) what part the 
patient plays in the treatment. The fault is 
shared equally by the physicians and the physical 
therapists to whom they send the patients. The 
result is commonly the neglect of physical ther- 
apy during that stage of treatment when it is 
most valuable, and the attempt in the later stages 


to substitute physical therapy for the patient’s 
part in the treatment. Physical therapy as a 
method of treatment in fractures can be put on a 
sound logical basis. One might ignore for the 
moment the various means of carrying out the 
treatment and consider what it should do to be of 
value. How does it fit into the modern concep- 
tion of treatment of fracture? The ideal treat- 
ment of a fracture would embody the immediate 
anatomic replacement of bone fragments without 
mental or physical trauma to the patient and the 
immediate abolition of all pathologic changes in 
the bone and soft parts without the slightest in- 
terference with the usual function of the part or 
the usual life of the patient. The problem in each 
fracture is to approach this unattainable ideal 
as closely as one can. This is accomplished in 
general by early reductions under anesthesia, by 
the employment of a minimum of immobilization 
for as short a time as possible and by allowing 
and encouraging the active use of the part within 
pain limits as soon and as often as possible. The 
value of these principles of treatment is being 
more widely appreciated constantly. What is not 
so widely appreciated is the fact that in the part 
as a whole there exists an extensive pathologic 
process: torn and thrombosed vascular and lym- 
phatic channels, lacerated tissues infiltrated by 
hemorrhage, inflammatory exudate with its cellu- 
lar constituents, and the transudate of edema 
from circulatory and lymphatic obstruction. More 
than that, the organization of such infiltration 
into tissue is rapid. It is measured in hours and 
days—not in weeks and months. It can be dis- 
persed while it is exudate, hemorrhage and cellu- 
lar infiltration, and this is the time to attempt 
to get rid of it, not after it has become organized 
and can no longer be dispersed. How is it to be 
removed from the part? There is only one 
mechanism—circulatory. The problem is to re- 
store the circulatory status of the part to normal 
as soon after the injury as possible. How is this 
to be accomplished? 1. The bone lesion should 
be treated by early reduction under anesthesia, 
with a minimum of trauma, and by as inextensive 
an immobilization as possible in apparatus that 
will allow of the maximum early active use of 
the part within pain limits. The following of 
these principles is responsible for the increasing 
frequency of the use of traction suspension and 
operative fixation followed by active mobilization. 
2. Appropriate physical therapy should be used 
from the beginning of treatment. This is the 
much neglected opportunity for optimal benefit 
from physical therapy. 


o 
v0 


HYPOGLYCEMIA ASSOCIATED WITH HY- 
PERTROPHY OF ISLANDS OF 
LANGERHANS 








According to Arthur W. Phillips, Philadelphia 
(Journal A. M. A., April 11, 1931), hypoglycemia 
appears to be due primarily to pathologic changes 
in the liver, endocrine glands or pancreas, and is 
seen in various diverse conditions. A case is pre- 
sented which clinically appeared to be uremia 
with low blood sugar estimations. Autopsy show- 
ed hypertrophy of the islands of Langerhans and 
nephritic changes. It would seem that hypertrophy 
of the islands of Langerhans may be a cause for 
hyperinsulinism and hypoglycemia. 
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The Treatment of Cancer of the Lip by Electro- 
coagulation and Irradiation. Pfahler, G. E., and 
Vastine, J. H. Journ. A. M. A., 98:32, Jan. 2, 
1932. 


The paper is a review of 253 cases covering a 
period from 1902 to 1930 inclusive. Nearly all 
these cases occurred on the lower lip and in 
smokers, and repeated small traumatism is en- 
countered in most of the histories. The two main 
forms are described: the papillary form, which is 
slow growing, and invades the deeper tissues and 
lumph nodes relatively late; and the ulcerating 
infiltrating type, which metastasizes early. Early 
in the disease the two types are nearly alike and 
it is in this stage that treatment should be in- 
stituted. The public should be taught that when 
one notices a change on the lip indicated by 
crusts, scales, fissures, “fever blisters,” or a 
warty growth that does not heal within two 
weeks his physician should be consulted. There 
should be no deaths from cancer of the lip. 


Of recent years the authors do routine biop- 
sies for scientific records, but treat all suspicious 
cases at once without waiting the result of mic- 
roscopic examination. The technic of  electro- 
coagulation is described, and following this X- 
ray therapy is given over the lip and chin, and 
in the submental and submaxillary regions. In 
some cases radium also was us 


The results obtained are quite remarkable. In 
all primary cases, even when there were palpable 
lymph nodes, there has been 95.5 per cent of re- 
coveries. In recurrent cases 71 per cent have 
recovered. Of all cases (179) that were treated 
more than five years ago, 85.5 per cent have re- 
covered. 

















A New Antimony Compound in the Treatment for 
Leprosy. Kingsbury, Jerome: Arch. Dermat. 
and Syph. 24:1053 (Dec.) 1931. 


The results. obtained by Causton, Wildish and 
others in treating leprosy with Boe antimony 
compounds is summarized. C. N. Myers has pre- 
pared a compound, 3-3 diamino 4-4 dihydroxy 
arsenostibino benzene, called by the author M 
303, which is believed to be less toxic than anti- 
mony and potassium tartrate, and hence can be 
given in larger doses. This preparation is solu- 
ble’in water, but is acid in reaction, and in pre- 
paring it for use it is alkalinized by adding .9 cc. 
of normal sodium hydroxide per decigram. .1 gm. 
of the resulting disodium salt is diluted with 10 
ce. of physiologic sodium chlorid solution. This 
dose is given slowly intravenously. 


In four cases of leprosy, two of the nodular 
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type and two of the maculo-anesthetic type, 
treated by this method, there is one apparent 
cure, while the other three were much improved 
when last seen. The author considers his results 
superior to those obtained by the use of the ethyl 
esters of chaulmoogra oil. 
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The Pathology of Bronchiectasis and Lung Ab- 
scess. B. S. Kline. The American Review of 
Tuberculosis. December, 1931. 


Bronchiectasis. The essential abnormality in 
bronchiectasis is absence or destruction of the 
muscular and elastic tissues of the bronchial wall. 
The bacteria commonly found in necrotizing bron- 
chopulmonary lesions are, oral spirochaetes, fusi- 
form bacilli, vibrios and tuberculosis bacilli; those 
found in less severe lesions are, streptococci, in- 
fluenza bacilli, staphylococci and other organisms 
from the upper respiratory tract. Bronchiecstasis 
may be classified as follows: (1) Congenital. (2) 
Acquired: (a) Primary, due to changes in the 
bronchial wall; (b) Secondary, due to changes 
outside the bronchial wall. The congenital type 
may result from anomalous bronchial or pulmon- 
ary development, is rare and when extensive the 
lung presents a honeycombed or sponge-like ap- 
pearance due to multiple branching cyst-like dila- _ 
tation of bronchi with thin walls. The acquired 
type is the commonest form. In childhood it 
develops following whooping cough, measles, 
sinus infections, aspiration of foreign bodies, 
bronchopulmonary abscess or gangrene and tu- 
berculosis. In adults it commonly follows putrid 
bronchitis or bronchopulmonary gangrene, it less 
frequently follows sinus infections, other types of 
bronchitis and bronchopulmonary _ tuberculosis. 
The principal lesion in the secondary acquired 
type is most frequently a complete atelectasis in- 
volving part of all of a lobe. 


Lung abscess. Lung abscess is an area of pul- 
monary suppuration caused by pyogenic organ- 
isms, usually staphylococci reaching the lung 
thru the blood stream from a distant focus of 
suppuration or aspirated from the oral cavity. 
Altho it is some times hard to distinguish be- 
tween abscess, putrid abscess and early gangrene 
it is very necessary since acute pulmonary gan- 
grene does not respond well to abscess treatment 
but is frequently cured by arsphenamine therapy. 
Embolic abscesses are usually small, multiple, 
more or less spherical, occurring in a number of 
lobes and associated with areas of suppuration 
elsewhere in the body. Smears and cultures show 
pyogenic organisms. The lesions are gray or 
yellow with little odor. The bronchogenic type of 
abscess is a local focus of suppuration usually 
larger than embolic abscesses and ordinarily oc- 
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curing in areas of pneumonia or following a 
bronchitis due to aspiration of an infected foreign 
body. Smears and cultures show the pyogenic 
organisms, usually staphylococci, together with 
other mouth cocci. The lesions are gray or yel- 
low with little odor. 


Pulmonary abscess and pulmonary gangrene 
while almost always treated as one disease are 
separate entities, gangrenous lesions being brown 
or green and very foul smelling. The local pro- 
cess is much more severe with greater general 
intoxication and much Poorer prognosis in un- 
treated cases. Sputum in abscess has little odor, 
is viscid, yellow and contains pyogenic organisms 
while in gangrene it is foul smelling, thin or 
gray-green and contains oral spirochaetes, fusi- 
ferm baeilli and vibrios. Gangrene occurs more 
frequently in adults; abscess more often in in- 
fants and children. Altho gangrene is a much 
more severe process than abscess the prognosis 
in early cases properly treated is better than in 
abscess according to the experience at the Mount 
Sinal Hospital, Cleveland, where 11 of 15 cases of 
gangrene treated with arsphenamines recovered 
while 6 of 9 patients with aspiratory abscess died. 


While most observers believe that the organ- 
isms causing abscess and gangrene are aspirated 
from the oral cavity, some think that they reach 
the lung thru the blood stream—especially in the 
postoperative group of infections. Preoperative 
oral care has been given on the wards at Mourt 
Sinai Hospital for the past three years during 
which the incidence of postoperative pulmona’y 
disease in the treated group has been much low- 
er than in the untreated. This would seem to 
show that these conditions can be prevented by 
proper oral hygienic or therapeutic treatment. 





Extrapleural Paraffin Filling in Thoracic Surg- 
ery. W. L. Rogers. The American Review of 
Tuberculosis. December, 1931. 


Extra pleural compression is one of the recog- 
nized European procedures in thoracic surgery. 
The operation is usually done under local altho 
supplementary nitrous oxide is necessary in some. 
cases. It is done best with the patient in a sitting 
position. There is considerable difference in opin- 
ion as to the best method of approach but the au- 
thor considers the posterior route preferable as 
the apex is thus more accesible and the strongest 
adhesions are apt to be found posteriorly. One and 
a half to two inches of the second or third rib are 
resected subperiosteally thru a paravertebral in- 
cision 5 to 6 inches in length. The muscle is 
then dissected away and the parietal pleura separ- 
ated from the endothoracic fascia. The extra- 
pleural cavity is then filled with especially pre- 
pared paraffin and the wound closed without 
drainage. 


The indication for its use as a primary oper- 
ation are: (1) Unilateral disease of the upper 
lobe with apical cavitation, preferably small, 
multiple cavities rather than large, peripherally 
situated thin walled ones, showing a definite 
fibrotic tendency and in which pneumothorax has 
failed because of adhesions. (2) Cases of bilateral 
apical cavitation, showing a fibrotic tendency, 
the underlying lung tissue on both sides being 
free and in which prleumothorax has failed. In 
this group a bilateral apical operation may be 
done in two stages. It is indicated as a second- 
ary operation to produce a local increase of pres- 
sure. Extrapleural compression has rightfully 


won a place in the surgical treatment of chest 
disease and the results are gratifying if the 
specific indications are observed. 





Diabetes and Pulmonary Tuberculosis. Andrew 
L. Banyai. The American Review of Tubercu- 
losis. December, 1931. 


The incidence of tuberculosis in diabetics ac- 
cording to the complete date of a number of 
authors and based on the observation of 8,520 pa- 
tients, is 2.6 percent or about three times higher 
than the average tuberculosis morbidity in the 
United States. An analysis of 31 cases is pre- 
sented here. 


Tuberculosis may complicate either mild or 
severe forms of diabetes. It often has an insid- 
ious onset and assumes atypical forms; unusual, 
subapical or perihilar localization is frequent; 
bronchopneumonic lesions dominate the picture 
The nature and location of the disease, the fact 
that acidosis is liable to mitigate or suppress 
allergic reactions and that in the aged (the 
majority of these patients being in the older age 
groups) the symptoms of tuberculosis are often 
inconspicuous and the physical signs hard to de- 
tect, may account for the lack of symptoms and 
physical signs in early cases. Symptoms be- 
come more manifest and physical signs more 
easily detectable as the disease advances. Pul- 
monary tuberculosis must be considered in the 
presence of respiratory or constitutional symp- 
toms or signs, or when the diabetes is under con- 
trol and the patient still not doing well. 


Institutionalization is an essential part of the 
treatment with especial emphasis on diet, insulin 
and surgical measures. Tuberculosis in these pa- 
tients is not necessarily fatal if both diseases are 
properly treated as of these 31 patients, 10 died, 
10 were unimproved, 5 improved, 2 quiescent and 
4 apparently arrested. No focal or constitutional 
reaction has been observed from the use of in- 
sulin. The indications for surgical treatment are 
the same as for nondiabetic patients, one patient 
of this group was treated by artificial pneumo- 
thorax, one by bilateral pneumothorax and 3 by 
phrenic-nerve block. 





Pulmonary Tuberculosis Complicating Diabetes 
Mellitus. Henry B. Gotten. The American Re- 
view of Tuberculosis. December, 1931. 


Pulmonary tuberculosis complicating diabetes is 
a serious condition carrying a nortality rate of 
over 50 percent in the first year after onset. 
These patients apparently have a lower state of 
resistance than the non-diabetics. However, with 
a most careful course of treatment, embracing 
the use of insulin and a proper adjustment of diet 
for maintaining adequate nutrition, many can be 
restored to health. 





Some Considerations of the Nutrition Problem in 
Pulmonary Disease. Burgess Gordon and En 
Shui Tai. The American Review of Tubercu- 
losis. December, 1931. 


From a study of the type and quantity of food 
consumed by individuals before and after the on- 
set of pulmonary disease and of the dietaries of 
“contact” cases both children and adults, made at 
the Chest Department of the Jefferson Hospital 
during the past four years it often appe2rs that a 
sharp decline in the caloric intake precedes the 





Si 


— nt ono oe ah oe oe a Gee 


est 
the 


ic- 


a- 








JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 89 


onset of demonstrable disease by one to two 
years. Induced overnutrition appears helpful in 
enabling the individual to “carry” infection with 
less untoward effect than would be the case in 
malnutrition. The influence of bodily insulation 
and greater fluid reserve to meet variations in 
temperature are considered as possible explana- 
tions. The favorable effects of codliver oil con- 
centrate in acute upper respiratory infections and 
the use of a brewer’s yeast compound containing 
vitamin B and manganese in a few patients with 
asthma suggest that accessory substances are 
helpful in the general management of pulmonary 
disease. So far as determined there are no difi- 
nite indications that the dietaries used in this 
study specifically influenced the healing of the 
tuberculous lesions. 





Salt-Restricted Dietary with Patricular Applica- 
tion to Tuberculosis Therapy. Edgar Mayer, 
M.D. The Journal of the American Medical As- 
sociation. December 26, 1931. 


While sufficient research has not yet been 
made on diet in tuberculosis to evaluate it cor- 
rectly it would appear that the Hermannsdorfer- 
Sauerbruch Diet and the even more restricted 
Gerson Diet are distinct therapeutic aids in the 
treatment of lupus vulgaris and occasionally in 
bone and joint tuberculosis; their value in the 
other forms, however, particularly pulmonary tu- 
berculosis, is yet to be determined. 


The essentials of this diet are: 1. The all but 
complete exclusion of sodium chloride with a 
sodium-poor but calcium-rich salt compound be- 
ing used as a sustitute. 2. (a) A large percent- 
age of uncooked fresh vegetables in the diet. (b) 
Preparation of cooked vegetables in waterless 
cookers. 3. Marked restriction of meats. 4. Re- 
stricted water intake but fairly liberal amounts 
of freshly expressed fruit and vegetable juices. 
5. Various spices to increase the flavor of the 
dishes. 6. A mineral compound chiefly calcium 
lactate and calcium phosphate and a cod liver oil, 
each given three times daily. 7. Rich fat and pro- 
tein but low carbohydrate elements. The aim is 
dehydration of the tissues and altering the body’s 
mineral metabolism. 


In this question of mineral salt metabolism, it 
is possible that certain consitutions will react 
favorably to the withdrawal of table salt, also 
that some will improve on a larger vitamin in- 
take, the two factors correlating in some way 
biochemically. A universally efficacious curative 
treatment for tuberculosis does not exist but the 
resistance of inferior constitutions and of defec- 
tive or deficient organic functions can be raised 
by correct dietary treatment, and the raising of 
this resistance represents the meritorious aspect 
of these new endeavors. 





Roentgenographic Appearance of the Thorax 
after Rib Resection for Pulmonary Abscess. 
John T. Farrell, Jr.. M.D. The Journal of the 
American Medical Association. December 26, 
1931. 


Since adequate postoperative examination is of- 
ten impossible because of the incision and dres- 
sings and also because the patient is too ill to be 
subjected to thoro auscultatory and _ percussion 
procedures it is important that the roentgen- 
ograph changes following operation be recognized 
as this may be the only form of postoperative ex- 


amination possible. It is necessary to get a 
roentgenogram before operation in the position 
in which the patient is going to be after the op- 
eration as it is difficult to compare stereoscopic 
films with one taken in bed after the operation 
and then try to estimate the change which has 
tuken place in the lung. 


From the study of this series of 23 patients on 
whom rib resection was done for drainage of 
pulmonary abscess, it seems that the postoper- 
ative roentgenographic appearance of the chest 
is determined prinicpally by the number and 
portion of the ribs resected, by the character of 
the pleural changes, and the postoperative course 
of the disease. Changes in the postoperative 
roentgenogram are: (1) Structural changes ir- 
volving the skin, subcutaneous tissues, pleura and 
lungs which are influenced by the type of oper- 
ation, the size and location of the abscess, the 
character of the pleural complications and the 
postoperative course. (2) Positional changes, 
which are not the marked feature of abscess 
either before or after operation that they are of 
other pulmonary diseases. Elevation of the dia- 
phragm is seen in those cases associated with 
pleural edema or empyema and is probably due 
to fixation of the lung by fibrosis developing at 
the site of abscess while the lung is compressed 
by the pleural complication; changes in the posi- 
tion of the heart or trachea are seen more rarely. 





The Bronchoscopic Treatment of Bronchiectasis 
and Lung Abscess. Louis H. Clerf. The Ameri- 
can Review of Tuberculosis. December, 1931. 


In the treatment of pulmonary abscess, bron- 
choscopy should be considered a part of the con- 
servative plan of treatment if there is evidence 
of interference with drainage. Every case of 
unilateral bronchiectasis should have the advant- 
age of diagnostic bronchoscopy to rule out pos- 
sible endobronchial lesions. This is particularly 
important if surgical treatment is contemplated. 
In bilateral bronchiecstasis occurring in adults, 
bronchoscopy is an aid to the internist and its 
benefits are temporary; in children, bronchoscopy 
combined with other appropriate measures is of- 
ten followed by excellent results. 





The Surgical Treatment of Bronchiectasis and 
Lung Abscess. Stuart W. Harrington. The 
American Review of Tuberculosis. December, 
1931. 

Pyogenic pulmonary suppuration is usually pro- 
gressive, the rapidity with which the pathological 
changes take place dependiing on the source, type 
and virulence of the infecting organism and upon 
the resistance of the tissues to the bacterial in- 
vasion. The diagnostic terms used to designate 
the extent and character of the lesion depend on 
the pathological manifestions at the time of ex- 
amination; bronchiectasis may be used to indicate 
more or less diffuse involvement of the lung 
parenchyma in which the infection is chiefly 
confined to the bronchi; abscess of the lung in- 
dicates a more localized type of infection with 
more pulmonary parenchyma than bronchi in- 
volved. It is difficult to draw a sharp line as it 
is rare for either lesion to exist as a distinct, un- 
complicated entity. The most common causes are 
(1) pulmonary infection usually following strep- 
tococcal pneumonia, (2) aspiration of a foreign 
body or of septic material during an operation on 
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the upper respiratory tract (especially tonsillec- 
tomy under general anesthesia) and (3) septic 
emboli which may follow any operative procedure 
or occur spontaneously. The onset and course of 
the disease is helpful in determining the type of 
infection and the urgency of treatment; cases 
with acute onset and rapidly progressive symp- 
toms are usually of the multilocular bronchiec- 
static type following aspiration of infected ma- 
terial. Early treatment is necessary in these cases 
since spontaneous healing rarely occurs and if not 
effectually treated the condition becomes chronic 
and will require more radical measures. If the 
course of disease is intermittent there is partial 
drainage and the urgency of radical treatment is 
not so great. 


Roentgenological examination is of great aid 
in determining the presence, type, and location 
of lesion. Bronchoscopic examination should be 
made in all cases where operation is contemplated 
unless definitely contraindicated as this method 
of examination gives the most accurate informa- 
tion as to the extent and type of infection pres- 
ent. In cases of carcinoma of the bronchus or of 
foreign material in the bronchus not shown by X- 
ray it is the only method of determining the 
cause of the disease. In cases of foreign body, 
bronchoscopic removal often results in complete 
healing. Since all patients suffering from pul- 
monary suppuration require medical treatment 
and may require surgical, and since the effective- 
ness of treatment depends on early diagnosis and 
accuracy in the localization of the lesion, it seems 
necessary that such patients be treated under the 
close cooperation of an internist and a surgeon 
both of whom have had special training in the 
diagnosis and treatment of thoracic disease and 
are thoroly familiar with bronchoscopic technique 
and X-ray interpretation. 


Postural drainage and bronchoscopic lavage are 
of great assistance in facilitating drainage in 
those acute abscesses rupturing spontaneously 
into a bronchus, particularly of cavities centrally 
situated; salvarsan is a great help in many cases 
in eradicating the saprophytic organisms associ- 
ated with these infections. It is not wise to con- 
tinue conservative measures more than six or 
eight weeks unless there has been gradual mark- 
ed improvement. It is generally believed, how- 
ver, that about 50 percent of these patients will 
respond to such measures. In the remaining 50 
percent it is important to recognize the need for 
surgical treatment before the disease becomes 
progressively worse. Altho the surgical indica- 
tions are not definitely established it is known 
that adequate and continued drainage is required 
as in abscess elsewhere in the body. Surgical 
treatment should be as conservative as is pos- 
sible and consistent with effectual treatment. The 
most common operative procedures are artificial 
pneumothorax, phrenicotomy, surgical collapse 
and partial pneumonectomy. The type of oper- 
ation depends on the time in the course of dis- 
ease that treatment is begun, the situation and 
extent of the lesion and the general condition of 
the patient. In most cases multiple operations 
are required to effect cures. Of the 111 cases 
reported here there were 10 deaths, 64 cases wete 
relieved of symptoms, and 16 cases were not re- 
lieved. 
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The Electrosurgical Unit As An Aid In General 
Surgery. By H. Lilienthal, M.D., S.G. & O., LII. 
Feb. 15, 1931. P. 513. 

The author has done several operations on the 
chest, abdomen and breast. In his small series 
there has been no recurrent or secondary haemor- 
rhage and he is of the belief that wound infection 
is definitely reduced. His opinion is that the 
method promises to be a great aid in general 
surgery. In his admittedly small number of 
cases he has found healing to be normal in rate 
and firmness, although I notice that he recom- 
mends that the sutures should be left longer than 
when the wound is made with an ordinary scalpel. 
He has been unable to form any conclusions as to 
the likelihood of keloid. When using local an- 
aesthesia there have been more subjective re- 
actions of pain and discomfort than when the 
scalpel was employed. 

In general surgery he thinks that the principal 
use of the method will be for incisions in soft 
parts, including the skin, and also in the removal 
of lesions outside of the body cavities. 

He states that outstanding features of electro- 
surgery are saving of time, greater assurance of 
asepsis, and reduction of what may be called the 
“massage effect,” so dangerous in operating 
through infected or neoplastic structures. 

—LeRoy Downing Long. 





The Rate of Healing of Electrosurgical Wounds 
as Expressed by Tensile Strength. By J. D. 
Ellis, M.D. Journal A.M.A., Volume 96, Janu- 
ary 3, 1931. P. 16. 

The interest in electrosurgery shown during the 
last decade is due to the development of several 
valuable electrosurgical knives. The novel features 
of these knives depend upon technical improve- 
ments in construction providing for: 

1, A very high frequency oscillating current. 


2. The elimination of the irritating “sparking” 
of the older machines. 

3. Facility to modulate the currents very deli- 
cately. 

The use of cutting currents with just enough 
dessication to control capillary haemorrhage with- 
out resulting in coagulation and slough has made 
justifiable many surgical operations in easily 
bleeding fields that vsould formerly have been 
considered foolhardy. Examples of this are the 
revolutionizing of brain surgery described by Dr. 
Cushing; partial hepatectomy and splenectomy 
for laceration; widespread excisions of facial 
cancers.without subsequent slough; and oper- 
ations on the jaundiced patient who is prone to 
bleed freely from the incisions. 


The enthusiasm for the new surgical current 
has led to some quite optimistic reports regard- 
ing uniformly primary healing and rapid cicatri- 
zation of electrosurgical and clinical obeserva- 
tions, and it seemed to him that more precise and 
scientific examination of the healing processes in 
these wounds should be made. In this way some 
practical criteria of the average rate of healing 
and comparative strength of electrical and scalpel 
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wounds in various organs and tissues could be 
furnished. It would then be possible to decide 
when to employ electrosurgery. He determined 
to study the tensile strength per centimeter of 
length, at various time intervals, of healing in- 
cisions in skin, muscle and stomach. The experi- 
ments were performed on dogs, 120 being oper- 
ated on under aseptic surgical technic, with 
ether as the anesthetic. 

In the skin experiments longitudinal incisions 
were made on the shaved backs, parallel to the 
midline. Equidistant, on the opposite side, con- 
trol scalpel incisions were made. The incisions 
were closed with subcuticular silk sutures. At the 
completion of the experiments the animals were 
killed and sections of the wound of 1 cm. length 
were pulled apart with a balance scale devised 
for the purpose. The silk was removed before 
each section was tested. 

The relative frequency of primary healing in 
these electrical and scalpel wounds was compar- 
ed. Of 38 wounds produced with an electrical 
scalpel, 23, or approximately 60%, showed pri- 
mary union, while the remaining 40% remained 
ununited on the 22nd day. In an equal number 
of scalpel wounds produced as controls, 97.5% 
healed by primary intention. This wide discrep- 
ancy shows the unreliability of any expectation of 
primary union in the electrical incisions. When 
union did occur the wound was somewhat weak- 
er than in corresponding scalpel wounds, and in 
the case of heavy dehydration did not attain a 
strength equal to the scalpel wound in 21 days. 
The stomach and muscle incisions electrically 
produced showed the same percentage of primary 
union as the scalpel wounds. The electrically pro- 
duced stomach wounds were notably weaker at 
about the midpoint of healing. The electrically 
produced muscle wounds were of almost equal 
strength with the scalpel wounds through the 
entire period. 

The author’s conclusions are that his observa- 
tions do not argue against the employment of the 
electrosurgical knife for making a surgical in- 
cision when clear cut indications for its use pre- 
sent themselves, but it is his conviction that this 
method cannot be considered as a practical sub- 
stitute for the scalpel for routine use. 

Comment: This is an important study on the 
rate of healing of operative wounds produced by 
electrosurgical means. He has shown that pri- 
mary union occurs less frequently in wounds 
made by the electric current than in wounds made 
by the scalpel. He has also shown that the 
electrical wounds are weaker and require more 
time to develop satisfactory tensile strength. 

In my own experience there have been several 
instances where skin incisions made by the elec- 
trosurgical knife have been dressed on the ninth 
day and the sutures removed, at which time the 
wound margin separated. There was no evidence 
of union and this was in the absence of any in- 
fection. I have also had one instance of rather 
brisk secondary haemorrhage. In radical breast 
operations it has been my experience that there 
is greater loss of blood with this method than 
when the scalpel is employed. 

I am firmly convinced that the method, while 
there are certain indications for its use, cannot 
be satisfactorily employed as a routine. We must 
continue to use the scalpel as a routine and to 
employ electrosurgery only where definitely in- 
dicated. 

—LeRoy Downing Long. 


Conservative Gynecology: Its Rationale and Its 
End Results. By C. Jeff Miller, M.D., New 
Orleans. New Orleans Medical and Surgical 
Journal, pp. 117-121, Vol. 84, No. 2, Aug., 1931. 
Read at the sectional meeting of the American 
College of Surgeons, Little Rock, January, 1931. 


This excellent article by Dr. Miller, could well 
be carefully read over and over again by anyone 
who treats diseases of the female genitalia. 

His introduction follows: 

“I have quoted many times before, and I expect 
to quote many times again, a wise remark of 
Howard Kelly's, to the effect that surgery, de- 
veloping in the hands of men, has dealt too 
lightly with mutilating operations in women, 
and that if the case might be reversed for several 
decades, with women operating and men suffer- 
ing the mutilation, there would undoubtedly be a 
large prepossession in favor of a wise conserva- 
tism.” 

His comment, made many years ago, is 
still timely, for gynecology, in the modern phase, 
has “gone surgical.” There is a general tendency 
to resort to operation without a careful consider- 
ation of simpler measures which would be quite 
as effective for the patient, and very much safer. 
There is a general tendency to remove the female 
sexual apparatus, in whole or in part, on pro- 
miscuous and casual indications which, in another 
part of the body, could only be considered trivial. 
There is a general tendency, since the ablation of 
the genitalia is not a procedure which carries an 
inordinately heavy risk, to disregard the fact that 
a woman’s whole scheme of existence takes its 
points of departure from her pelvic organs. 

“Conservatism, however, is an entirely relative 
term. Its implications vary in different ages. A 
century ago it was conservative to refrain from 
all surgery except such as was absolutely life- 
saving, and hundreds of women died from uterine 
and ovarian tumors which today the least radical 
of gynecologists would feel warranted in remov- 
ing on the simple indication of their presence. 
Seventy-five years ago, when operation for such 
conditions had been generally accepted, it was 
conservative to resort to it only when the tumor 
was very large or the patient had suffered a good 
deal. Fifty years ago it was conservative to 
treat uterine fibroids by oophorectomy, a proced- 
ure little short of barbarous to us of this age. 

“Plainly it is a case of other times, other man- 
ners. But at that, it is not always easy to define 
conservatism. There is no such thing as an op- 
eration which is fundamentally conservative, even 
though, speaking categorically, preservation of 
structure and function is always to be preferred 
to their ablation. Circumstances alter cases, and 
a sense of proportion is necessary, though it must 
be constantly borne in mind that a perfect surg- 
ical result, desirable though that be, is never the 
only result, for when a woman’s pelvic organs 
are in question, function, other things being 
equal, deserves quite as much consideration as do 
mortality and morbidity.” 

Dr. Miller continues by first discussing the part 
played by social and economic factors in manage- 
ment of gynecological conditions, stating that he 
has little patience with the surgeon who boasts 
that they never enter into his calculations. 

The subject of pelvic infection is briefly, but 
sanely and rationally, reviewed. The basic prin- 
ciples involved may be gleaned from the follow- 
ing quotations: 
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“A woman’s sexual organs are the basis on 
which her whole life is founded, and her sexual 
sanctity—I feel very strongly in this regard— 
should be violated only in the face of an urgent 
need. Which need, | might add, a single attack 
of salpingitis rarely constitutes. 

“When once the necessity for operation has 
been estalished, however, then radicalism becomes 
conservatism. When the abdomen has_ been 
opened, if the disease is specific or tuberculous, 
then bilateral salpingectomy is the only pro- 
cedure which can guarantee against its recur- 
rence. In tubal disease, almost more than in 
any other pathology, the sanest surgeon, the 
safest gynecologist, is he who refrains longest 
from the practice of his art, but who, when oblig- 
ed to exercise it, tempers his conservatism with 
sufficient radicalism to ensure for his patient a 
permanent cure. 


“But his ruthlessness must not be extended to 
organs not involved in the infectious process. 
Routine removal of the ovaries, for instance, af- 
ter either salpingectomy or hysterectomy cannot 
be too strongly condemned.” “I am aware that 
the final facts are still in dispute as to the fate 
of conserved ovaries, but until we know more of 
their part in the internal economy after the 
menopause, we should not remove them without 
due cause, quite aside from the fact that excellent 
results from the conservative method are report- 
ed by many competent authorities.” 

To quote again from the text concerning hy- 
sterectomy: 

“We have come very far from the surgeon who, 
as late as 1866, said, “I shrink and have a feeling 
of terror come over me when I find myself oblig- 
ed to do a hysterectomy,” but it might not be al- 
together a bad thing if there were some such 
feeling of fear abroad in surgical circles today. 
For hysterectomy has become the most abused 
operation in gynecology. It is still being per- 
formed for the so-called essential uterine bleed- 
ing, though it is not warranted in one case in a 
hundred, since the uterus is simply responding to 
the evil stimulation of dysfunction elsewhere. It 
is still being performed for uterine bleeding when 
the trouble is extrauterine and even extrapelvic. 
It is still being performed, though I grant usu- 
ally unintentionally, for bleeding that has its 
origin in some complication of pregnancy. 

“Hysterectomy is often performed very unne- 
cessarily for uterine fibroids, for which either 
myomectomy or irradiation should always be first 
considered if the tumor does not fall into that 
small group of symptomless growths which need 
no treatment at all.” 


“Irradiation is another procedure which can be 
either conservative or radical.” 


“Hysterectomy for hydatidiform mole has al- 
ways been an unwarranted procedure.” 


The last paragraph follows: 


“The conclusions of the whole matter obviously 
does not lie in categoric classification. The 
simplest procedure may be at times a very 
radical one, the most radical procedure may be 
at times tiue conservatism. The important con- 
sideration is that not only the immediate but the 
end results of every mode of treatment shall be 
evaluated; not only operative mortality but ulti- 
mate function; not only the patient’s physical 
well-being but her mental and spiritual equi- 


librium. For gynecologists, beyond all other 
physicians, hold the happiness of women in their 
hands quite as much as their lives and their 
health, and it behooves them to take earnest heed 
that they preserve them all alike.” 


This is a splendid resume of a difficult subject 
which must be admitted loses much of its force 
by omission and quotation. 

It is such an important viewpoint which is 
distinctly fundamental in the proper practice of 
this series of diseases that it is well to pause and 
rehearse the undeilying feeling of this article 


before definitely deciding the therapeutic meas- - 


ure to be applied in any gynecological pathology. 
—Wendell Long. 

The Differential Diagnosis of Acute Initial Sal- 

pingitis and Appendicitis by Means of a Men- 

strual Sign. By James V. Ricci, New York 

City. American Journal of Obstetrics and Gyn- 

ecology, Vol. XXII, No. 2, August, 1931, 

This author lays gieat stress upon the con- 
stancy of some menstrual disorders in cases of 
“acute initial salpingitis.” He feels that it is 
extremely valuable in the difficult diagnoses, ad- 
mitting that the numerous clear cut cases with 
accentuated pathology render many diagnoses 
obvious. 





He refers to the analysis of 500 patients with 
salpingitis who were operated upon in New York 
Hospital in which series 103 cases were errone- 
ously diagnosed and in which 53 of these 103 were 
mistaken for appendicitis. This, with other 
statements made, goes to show the importance of 
careful, well taken histories and meticulous care 
in differentiation, pointing out that physical 
signs of tenderness and pain on palpation have 
their shortcomings, particularly where there is a 
generalized area of abdominal rigidity. 

He points out that there invariably occurs some 
derangement of menstrual cycle, slight and dis- 
regarded, or definite and pronounced, depending 
upon the virulence of the toxicant and the sever- 
ity of the reaction, “the pathognomonic differ- 
entiation between the two lesions, the absence in 
acute appendicitis, and the presence in acute 
salpingitis of a disturbed menses. This disturb- 
ance concerned with the time of occurience, the 
amount of flow, and the presence of pain, is 
limited to the last menstrual period preceding 
or concomitant with the attack of lower abdom 
inal rigidity and tenderness. ” 


He goes on to emphasize the types of menstrual 
disturbances, the necessity of taking a careful 
previous menstrual history and asserting that 
disorders of the menstruation invariably precede 
an acute initial attack of a salpingeal origin. 

Comment: It is always timely to emphasize the 
means for differentiation of such frequent dis- 
eases, especially where the proper treatment is 
so divergent. There is little doubt that a care- 
ful study of the menstrual history is an invalu- 
uable guide in proper differentiation and must be 
added to the investigation of any cases of either 
appendicitis or salpingitis in the female sex. 

—Wendelil Long. 
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: : : and then under the most rigid aseptic operative 
Two Years Resume of Abortions in the Louis- oodiate* 
vi i ital. Ww. O. nson, M.D., =e , 
Seat ae hd Pr Pnae 5 of With this routine they have had no deaths 
Obstetrics and Gynecology, Vol. XXII, No. 5, from dilatation and evacuation and only 10% of 
November, 1931. all their cases required this procedure. He quotes 
a mortality of 1.4%, two deaths occurring from 


This author has analyzed 329 cases of abortion . 
septicemia, and one from haemorrhage with the 


treated in the Louisville City Hospital from Oc- 


tober 1927 to October 1929. Of these, 41 were patient entering the hospital moribund. 
threatened abortions for which he outlines the He concludes by asserting that induced abor- 
treatment used. tions are rapidly increasing in number and are 

The remaining 288 were incomplete abortions. associated with a high morbidity and numerous 
He continues by outlining the symptoms and complications. He feels that the public should 
findings on a percentage basis. The interesting be given a fuller understanding of these facts. 
part of the article is the fact that the treatment , 

—Wendell Long. 


for incomplete abortion is very conservative and 
the results quite good. “The admission examina- 
tion is made very cautiously and if there is defi- 
nite evidence of conplications outside of the uter- 

us, even so slight an indication as abdominal SUPPRESS PUTREFACTION 
tenderness, strict conservatism is observed, and WITH A FOOD 
the following treatment is directed toward the 
resulting complications and not the abortion.” 





LACTO - DEXTRIN 


Lactose 75 Dextrine 25 


He outlines the regime employed emphasizing 
that the vagina is never packed except in the 
rare and extreme cases of profuse bleeding and 
this only long enough to tide over an acute 
emergency. “Even if the bleeding continues and ‘ ; iterature om request 
the membranes are not completely expelled, a , The Battle Creek Food Co 
dilatation and evacuation is not considered until Battle Creek, Michigan 
the temperature has been normal for three days, 
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ance day and night. 
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